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Abstract

Obviously if is ver\- important for our women to realize that tailing sick is nor a crime. It is 
nccessar\' for them to becomc aware o f tliis tact and they should be encouraged to take 
immediately help and treatment when they becomc sick.

In the whole process the issue o f the relation between mcn-women must be pcjsed as the 
hindamental problematic one. The question o f empowerment is meaningful in a social 
context where biological men also exist. A discussion only about women as if  question ot 
species production and the rearing o f the cliild is the exclusive responsibilit}' o f women is 
in the tinal analysis belongs to patriarchal (.liscourse.

Women’s reproductive rights and freedom arc key tk'terminants o f women's health and are 
liighlv intluenced by women's roles in society, In the Bangladesh and other developing 
countries, women's reproductive health is threatened by limited access to cffectivc 
contraception, knowledge, timely diagncjsis anti treamient ot sexually transmitted 
infections, safe abortion, skilled maternit)' care, infertility- treamiencs, and social capacity. 
In tliis 21"' centun- medical knowledge alone, however, does nor guarantee quality patient 
care. Effective reproductive health care also requires skilled history  ̂ taking, patient 
education and counseling. Understanding o f non-biological detemiinants o f health and 
illness, includuig economic, psychological, social and cultLiral factors, is critical to ensuring 
quality* reproductive health care for women.

Physicians ancl other health professionals have a key role as advocates in protecting 
women's reprc^ductive health clinically, especially for underser\'ed and vailnerable 
populations. But, they can not solve the socio-cultural and psychological hindrances, hike, 
(.luring pregnancy, pcjor women in Bangladesh have to work extremely hard to sun ive. 
Daily cliores ty’picaily involves cleaning home , washing entire family’s cloths , coUecting 
water, cooking as well as looking after children ( rj^ically 4- 6 children) . It is nor 
uncommon tor women to work in the held or in a facton' to supplement family’s incomc. 
'i’liis is especially true for poor women in urban areas. May be it is reducing and ensuring 
their rights by a holistic advocacy and proper health carc facility.
More than half the world's population is under the age o f 25, and a signiticant number of 
adolescents are sexually active. From birth through cliildhood and adulthood, girls and 
women need etfecrive services and infomiation to enable them to lead healthy productive 
lives. Boys and men also need information and ser\'ices that contribute to responsible 
bcha\tior and equal treamient o f women and giris.

It is estimated that about 15 million teenage w’omen give birth each year, accounting for up 
to one-tifth o f all births worldwide. And every year, 1 out o f 20 teenagers contracts a 
sexually transmitted disease. To reduce the rising instances o f teenage pregnancy and 
sexually transmitted diseases among young people, the Cairri a<id Beijing texts call for the 
removal o f regvilatory and social barriers to reproductive health information and care for 
adolescents

The \-alues that underscore reproductive rights are embodied in the oldest and most 
accepted human rights documents— the U S Constitution, as well as the Universal 
Declaration o f Human Rights. At the 1994 International Conterence on Bopularion and 
De\-elopment in Cairo, governments explicidy acknowledged, for the first time, that
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reproductive rights are grounded in already existing human rights obligadons. 
Representatives o f over 180 nations agreed that women needed to be empowered to take 
charge o f their reproductive lives, that unsafe abornon is a public health concern, and chat 
forced sterilisation has no place in fairdly planning efforts.

Simply speaking, reproductive treedom lies at the heart of the promise o f human dignin% 
self-detenTiination, and equalitj'. VClien a woman is denied her reproductive rights— when 
she is denied obstetric care, birth control, the facts about reproductive health, or safe 
abortion, as the women above were— she is denied the means to direct her own life, 
protect her health, and exercise her human rights.

The importance o f good health and education to a woman's well-being - and chat o f her 
family and societ}^ - cannot be overstated. \X"ithout reproductive health and freedom, 
women cannot fuUy exercise their fundamental human rights, such as those relating to 
education and employment- Yet arcjund the world, the right to health, and especially 
reproductive and sexual health, is far from a reaKry' for many women. According to the 
World Bank, a full one-third o f the illness among women ages 15-44 in developing 
countries is related to pregnancy, cliUdbirth, abortion, reproductive tract infections, and 
human immunodeficiency \’irus and acquired immune deficiency syndrome (HIV/A IDS).
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ÎWP/8

roK ' L
K ^ M ftA N O i«  C H A ft  

<wi»
\ r- i

• ' 'K  ' I 1
KERANIGANJ

LEGEN D
• P««c*S% ab4n

in p artfM  Pp«l

^ o N  1 ‘ * ..............

-  ^
j Ci*bMk.Ti»nl

'‘■‘̂■■■>i?V » N*4, vLM X dEMHÂ
srs!*

‘ K07V/ALI

%  V

X I I

Dhaka University Institutional Repository



LIST O F A BBR EV IA TIO N

AHT Assistant 1 lealth Inspector
AIDS Acquired Immune Deficiency Syndrome
.\NC Antenatal Care
BBS Bangladesh Bureau o f stadsrics
BDSH Bangladesh Demographic and Health Sur ’̂ey
BIRPERPIT Bangladesh Institute o f Research for Promotion o f Essential and 

Reproductive Health anti I'echtiologies
BRAC Bangladesh Rural Advancement Committee
CDR C^aide Death Rate
CPR Contraccpdve Prevalence rate
F in Family Health International
HPT Expanded Program on Immuni7;adon
FPMCH Family Planning Maternal and Cliild Flealth
F\\A' Family Welfare Visitor
G D P CTross Domestic Product
GO\^ Clovernmental Organization
I-IIDV I luman Immune Deticiency ViiTis
HPSP I lealth and Populadf.m Sector Program
ICPD International Conference on Population and Development
lEC Information, Education and Communication
IPPF International Planned Parenthood i'ederation
lUU Intrauterine Devices
MR Mcnsrruadon Regulation
NCiO Non Government Organization
NRR Net Reproductive Race
PNC Postnatal Care
RTI Reproducrive Tract Infection
Sl'D s Sexually Transmitted Diseases
TBA I'raditional Birth Attendant
T I R Total FcrtiUt)- Rate
LIN United Nation
UNFPA United Nation Population Fund
U N ICRF Usiited Nation C l̂tildren Fund
U SA ID L'nited State Agency for International Development
W'FIO World I ieaith C^rganizadon

X I I I

Dhaka University Institutional Repository



CHAPTER ONE
Introduction

Page 1 of 67

Dhaka University Institutional Repository



CHAPTER ONE
Introduction

1.1 Iniroduction

Bangladesh is a developing countn’. It has the highest population density in the W orld. Most 
o f them arc poor and illiterate. Most o f them are not conscious to their heaJth where women, 
mostly poor women, are much neglected. It is known to all that most of the members of a 
household are not interested about rhe health o f their women female member unless her 
condidon is near to death. But women’s good health is the pivotal factor in many o f the 
circular relationship with development.

In Bangladesh about 96 percent o f deliveries take place at home; as a result, complications 
related to pregnancy and child birth continue to be the leading case o f mortality among 
women o f reproductive age. (Klian et al, 1986 and Kamal et at,. 199.'?). Ever)- year about half a 
million o f women die o f pregnancy related causes, with 99 percent o f them in developing 
countries (ICPD, 1994). One o f the fi\'e major causes o f death in women o f reproductive age 
in many parts o f the developing world is complication due to abortion. It has been estimated 
that abortion related deaths account for a minitnum o f 2.'̂  percent o f all maternal deaths 
around the world (Royston and Armstrong et al, 1989). Two out o f five abornon procedures 
are unsafe, and one out o f even' 400 women who undergo an unsafe abortion dies. Fourteen 
percent o f all maternal deaths in Soutii-Asia can be attributed to unsafe abortion procedures.

The high maternal mortalir\' rate in Bangladesh can be reduced, partially through changes in 
antenatal care practices in the rural areas. Result o f sur\'ey show that most rural mother does 
not receive antenatiU care. The CGovernment of Bangladesh has been striving to provide 
maternal health care to mral women through the national health and family planning program. 
The government health center, such as Thana Health C'omplex and Satellite Cliiiics (SCs), 
provide maternal and child health senHces to the rural population free o f charge. However, the 
use rates o f these health centers are ver\’ low, resulting in high maternal and neonatal mortalin' 
(luncker, 1994).

Some key issues in reproductive health that continue to challenge the Bangladesh Health and 
Family Planning Program are in the following areas: C^onrraception, abortion, fcrtilit\'/ 
infertility, reproductive tract infection (RTl)/ S'l'D, maternal mortalit)' and morbidity' and 
infant and child mortalitv.

In each o f these key areas o f reproductive health, important research and programative work is 
underway. More research is still needed, how-ever concerning men and w'ornen’s awareness and 
knowledge o f reproductive health issues, their sexual practices and health seeking behavior, 
provider knowledge and practices, current jirevalence and trends in RTFS / S'l'Ds, 
detemiinants and health ccjiisequences o f various reproductive health behaviors, and on the 
issues o f quality o f care and sustainabHit}- o f various reproductive health senices in 
Bangladesh.

Therefore, the present study tideti “Reproducti\e Rights and \X'omen’s Health: An 
Anthropological study” is an effort to uncover the underling meaning o f reproductive health 
rights and existing stams o f this among those people living in the slums o f urban Dhaka. It has 
been obsen'cd that they are rhe most vulnerable people and lack proper knowledge and
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understanding o f the right based issues on reproductive health. Moreover, it is women who 
are the most sufferers in Bangladesh and pardcularly in the slum areas where basic human 
needs are inadequate. So from an anthropological point o f view if women are ensured and 
equipped with necessan- knowledge, information, equipments, faciliries and related other 
tilings, they will be shifted from their vulnerable status. It is expected that the present saidy 
would be able to provide necessar\- information for policy issues and recommendations and 
also facilitate the other fields o f study.

1.2 Objective of the study 

Broad Objective

I'he major objective o f the present study is to find out the existing knowledge o f the 
reproductive right and w'omen’s health and to give a comprehensive picture o f women’s health 
related issues focusing the ways in wliich people exercise their reproducdve right and sexual 
behavior.

Specific Objectives

'i'he sjiecific objectives are given below'-
1. To gather knowledge about the reproductive rights and women’s health consciousness ot 

people in Bangladesh.
2. To analyses the factors which influence women’s health behavior in different w'ays.
3. Find out what people’s beliefs are about reproductive rights and how these beliefs in turn 

influence their reproductive choices and w'omen’s health beha\ ior.
4. Put forward policy recommendations for maintaining reproductive health status o f couples 

and enable them to exercise reproductive rights.

1.3 Rational of the study

Half a million women-wives, daughter, sister, motliers o f families, pillars o f the communit}'- 
die each year from causes related to pregnancy and cliiltibirth in the world. Only tmy fractions 
(5,000) o f those 500,000 deaths take place in developed countries. .All the rest occur in 
developing countries, where they arc responsible for one-fourth to one-tliird of ;iU deaths o f 
women o f cliildreaiing age. Over half o f all maternal deaths occur in South ,\sia, 
predominantiy in Bangladesh, India and Pakistan. Africa accounts for ant^ther 150,000 o f the 
total.

During the last few years we have witnessed various agencies and the government taking 
considerable steps for reproductive health programmers. There ha\’e been several studies on 
women’s status, education and employment in relation to their fertility-. These have often 
reached only partial conclusion because yer the vast majorit}' o f women still tieliver\' their 
babies at home, often in unhygienic conditions causing needless mcjrbidity- and mortality' for 
both the mother’s and infants they bear. Many programs in the reproductive health agenda are 
just beginning to receive attention though there is seminal data which indicates possible future 
directions. In tliis context the present study endeavors the new avenue for the formulation o f 
hypothesis in future.

Page 3 of 67
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1.4 Conceptual Framework

Sonic o f the terms used in study are needed to be conceptualized and defined whicli reveal the 
researcher’s undersrandings and conceptiialiiiatLon o f the terms integrated to reproductive 
rights anti wometi’s health

Health

T o be health is a basic human right o f all people. Physical, emotional and mental well-being 
leads to sufficient energy, physical strength and harmony in liie, allowing people to be 
productive and deal creatively v\Hth the development o f societ\', the tamily and themselves. 
1 laving control over one’s health means possessing the knowledge o f what needs to be done 
in order to be health the money v̂ ith wliich to purchase health care, and the capacity’ to make 
the necessar\- decisions, (rood health is a primar\- condition for develo]iment. Without it, life is 
more painful, slower and happiness is more elusive. (Asian and Pacific W'omen’s Resource and 
Action Series Health, 1989) The World Health Organization (WHO) defined, “Health is a 
state o f complete physical, mental and social well-being and not merely the absence o f disease 
or infirmit}'” (I’reamble to the Constitution o f the World Health Organization, 1946).
According to WI lO's Ottawa charter, Public health..... a concept for even'day
life.. .emphasizing social—peace, shelter, education, tood, income, a stable ecosystem, 
sustainable resources, social justice and equity' and personal—physiologic— 
resources”.(littp://medicaldictionar)\thefreedictionar\-. com/health). 'I'he present smdy has 
been designed to understand health as a mental, physical and social well being ot the women 
as well as the psychophena o f the people related to tliis study. Tliis, in other words, tocuses 
on the rcpn>ducrive health o f the women under study.

Sexual H ealth

Sexual health indicates all reproductive health areas like -  maternal care, prevention of 
abortion, RTIs, STDs, Hl\', AIDS; ijiferrilit}’ and prevention o f hannful practicc. Now-a-days 
STD s and H1V/.\IDS are the important factors winch affecting the sexual health o f couples. 
’I'he incidence and prevalence o f Traditional STDs e.g. gonorrhea, syphilis has decHned some 
what; there has been an increase in infections associated with various sexual transmitted virus. 
These infections are more difficult to identify, treat and control and can cause serious 
complications f>r chronic ill health. The W<jrld Health Organisations (WHO) definition of 
sexiid health is "a state o f physical, emotional, mental and socid well-being related to 
sexualit)’, not merely the absence o f disease, dystiinction or isifirmit)-. Sexual health requires a 
positive and respectful approach to sexualit\' and sexual relationships, as well as the possibilit}' 
o f  ha^^ng ]:>leasurable and safe sexual experiences, free o f coercion, discrimination and 
violence. For sexual health to be attained and maintained, the sexual rights o f aU persons must 
be protected, respected and fultlUed".

Tliis is thought to be one o f the most important aspects o f the presetit study where the rights 
o f w'omen are to be addressed. Because every' individual human being has the right over sexual 
exercise, but the scenario for women in Bangladesh is very' poor. At this point tiiis study tries 
to unfold the inner aspects o f sexual health considering physical, mental and social well being.
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W om en’s Health

I'he issue o f women’s hc-iilth cannot be understood without a board definition ot health 
related to women’s role and position in societ\', particularly in the institution ot the tainily. 
Women in the Asia and Pacific Region acrive in the area o f health have adopted a broad 
approach to women’s health problems and issues. It is recognized that the roots ot disease and 
hciilth hazards are in the social and econoniic structures o f our society and until and unless the 
socio — economic condition changes, women will continue to suffer. The state o f women’s 
health in the region is generally poor. The actual health status varies from countn’ to countn^, 
and witliin countries, according to class, race, occupadon and location ot women at different 
level. The length o f life o f women as an ov erall indicator o f health, for example, varies 
enonnously. I'he average |apanese woman now lives to 80 years, almost the same as the lite 
expectancy for Australian women o f 79 years. Women o f Nepal, Bhutan, Bangladesh and 
Democratic Kampuchea, how'ever, die bv their late forties. Women in I’akistan reach 5U years 
o f age only, compared to Cliina where women live to 76 years on an average (Asian and 
i’acific W'omen’s Resource and Action Scries 1 lealrh, 1989).

This concept is also cnicial to the present study. As already menrioned, if  tamily is an 
instiamon then ever)' member o f the family has a right to uphold their health. Considering the 
status o f women, they suffer most in Bangladesh and in many instances do not get adequate 
food and nutrition despite their hea\ y dut)- to the family. Therefore, it is high time to consider 
women’s liealth as a separate entity.

Reproductive Health

“Reproductive healdi is a state of complete physical, mental and social well being and not 
merely the absence o f disease or infirmity, in all matters relating to the reproducdve system 
and to its funcrions and process. Reprcxlucdve health, therefore, implies that people are able 
to have a satisf\'ing and safe sex life and that diey have the capability- to reproduce and the 
freedom to decide if, when and hoŵ  often to do so. Implicit in this last condidon are the right 
o f men and women to be infonned and to have access to safe, effecdve, affordable and 
acceptable methods o f family planning o f their choice, as well as other mediods o f their choice 
for regulation o f ferrilit\- wliich are not against the law, and the right to access to appropriate 
health care ser\-ices that will enable women to go safelv through pregnancy and child birth and 
provide couples with the best chance o f having a healthy infant” (KiPD) in 1994.

Reproductive ‘health’ is defined in paragraph 7.2 o f the Program o f Action o f WHO in 1994 
as "a state o f complete physical, mental and social well-being ... in all matters relatctl to the 
reproductive system", wliich "implies that people are able to have a satisfying and safe sex life 
and that they have tlie capability to reproduce and the freedom to decide if, when and how 
often to do so."

UNl-'PA l.ao PDR considers the following activities and services as integral to government’s 
responsibility^ to ensure the reproducti\'e health o f citizens:

• Family planning, education, counseling and sen.ices;
• Education and services for antenatal, safe deliver '̂ and postnatal care and healthcare

for infants and women;
• Prevention and management o f abortion complications;
• Treamient o f reproductive health contlirions;

Page 5 of 67

Dhaka University Institutional Repository



• Pruvencion and treatment o f reproductive tract infections and J-IIV/.MDS;
• Information, education and counseling on Imman sexuality and responsible 

parenthood.

'I'herefore, is this study an attempt has been made to understand the situation ot' those women 
who are able to reproduce and have fertility' as a vital cndt\’ to their overall health condidon.

Reproductive Rights

“Reproductive rights embrace certain human rights that are already recognised in national 
laws, international human rights documents and other consensus documents. These rights rest 
on the recognition o f the basic right o f all couples and individual to decide freely and 
responsibly the number, spacing and timing o f their cliildren and to have the intormation and 
means to do so, and the right to attain the liighest standard o f sexud and reproductive health. 
It also includes their right to make decisions concerning reproduction free o f discrimination, 
coercion and \TOlence, as expressed m human rights documents. In the exercise o f this right, 
they should take into account the needs o f their living and future cliiltlren and their 
rcsponsibihries towards the community-”. (International Committee on Population and 
Development Plan ot Action, paragraph 1 .?>, 1996).

'I'he International Conference on Population and Development (I(]PD), 1994 recognized 
women’s rights to reproductive and sexual health as being key to women’s health. The basis 
for tliese rights can be found in various articles o f the Convention on the Eiirnination o f All 
Forms o f Discrimination against VC'omen. Rights to reproductive and sexual health include the 
right to life, liberty" and the security’ o f the person; the right to health care and information; and 
the right to non-discrimination in the allocation o f resources to health ser\dces and in their 
availabilit)' and accessibilit)'. O f central importance are the rights to autonomy and privacy in 
making sexual and reproductive decisions as well as the nghts to infonTied consent and 
conridentialin' in relation to health services.

The ICl’D in 1994 referred to the tenn "reproducdve rights" as embracing "certain human 
rights that are already recognized in ... international human rights documents and other 
consensus documents". The most mentionable "consensus documents" are the L'ni\'ersal 
Declaration o f 1 luman Rights, and the Declaration and Program ot .\ction o f the World 
Conference on Human liights, Vienna, ]une 1993.

The human rights already recognized in "international human rights documents" include "the 
right o f cveri'one to the enjoyment o f the highest attainable standard o f physical and mental 
health" as guaranteed by Article 12 o f the International Covenant on Economic, Social and 
Cultural Rights (1964) (ICESCdl). Other health-related human rights fall within the scope of 
certain fundamental freedoms protected under the International (Covenant on Cu\dl and 
PoKtical Rights (1964) (IC fT R ). These include the right to Hfe, the right to libert)’ and securit}’ 
o f the person, and the right to privacy, to mention just a few. In addition, the Convention on 
the IvUmination o f /Ml Fonns of Discrimination against Women (1978) (known as CiED.VW' 
and hereinafter referred to as the Women’s (Convention) is particularly pertinent to the 
enjoyment o f sexual and reproductive rights.

Reprtjductive rights, according to the ICPD (1994), "rest on the recognition cjf the basic right 
o f  all couples and individuals to decide freely and responsibly the number, spacing and timing 
o f their children and to have the information and means to do so, and the right to attain the
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liighest standard o f sexual and reproductive he;ilth." I'hc language is taken from Article 
(e) o f the Women’s Convention, which states tliar States Parties shall ensure on a basis ot 
equalitv o f men and women: "die same rights to decide freely and responsibly on the number 
and spacing o f their cliildren, asid to have access to die information, education and means to 
enable them to exercise these rights."

Reproductive nghts, according to the ICPD, also include the right "tcj make decisions 
concerning reproduction free o f discrimination, coercion and violence, as expressed in human 
rights documents." Tliis aspect o f reproductive rights can also be derived troin the \X omen’s 
Convention. (International Conference on Reproductive Health, Mumbai, India, 1998). 
Reproductive lights also means a woman should have the power to decide and control her 
own bodies and reproductive behavior.

The present smdv correlates the concept o f reproductive behavior as most o f the women in 
Bangladesh have no right and say to their sexualin,' and decisions regarding what can be done 
in time o f cliHtl birth.

Sexual Rights

According to Beijing Platfomi for Action in 1994 (paragraph 96) sexual rights is, "the human 
rights o f women include their right to have control over and decide freely and responsibly on 
matters related to their sexualitj% including sexual and reproductive health, free o f coercion, 
discrmiination and \riolence. Equal relationships betft'een men and wrjmen in matters o f sexual 
relations and reproduction, including full respect for the integrity' o f the person, recjLiire mutual 
respect, consent and shared responsibility’ for sexual behavior and its consequences".

Sexual rights embrace human rights that arc already recognized in national laws, international 
human rights documents and other consensus documents. These include the right ot aU 
persons, free o f coercion, discrimination and \'iolence, to:

• Seek, receive and inipart information in relation to sexuaiit)-;
• Sexuality education;
• Respect for bodily integnt\';
• Choice o f partner;
• Decide to be sexually active t.)r not;
• (Consensual sexual relations (not be forced tt> have sex through the use o f violence or

non-physical force);
• (Consensual marriage;
• The highest attainable stantiard o f health in relation to sexuaHry, including access to 

sexual and reproductive health care services;
• Be protected from the risk o f disease such as HTV and other S'l'Ds;
• Decide whether, and when, to have children;
• Pursue a satisfying, safe and pleasurable sexual life.

"'Fhe responsible exercise o f human nghts requires that all persons respect the rights o f 
others."(Working detlnition o f World Health Organi:^ation in 1996).
Tliis concept has been taken in this study to clarify the status ot equal relations of men and 
women regartiing their sexual rights and sharing through mutual respects.
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Health-Related Rights under the W om en’s Convention

As already mentioned, article 16(1)((j) o f the C^oiivcndon guarantees the right to decide on the 
number and spacing o f cliildren, but that is only one o f the articles that address women’s 
rights in relation to health. Artick: 12 is central. It fomiulares (in paragraph 1) States Parties" 
obligation "to take all appropnate measures to eliminate discrinunation against women in the 
field o f health care in order to ensiirc, on a basis o f equality ot men and women, access to 
health care sendees, including those related to family planning." It further stipulates (in 
paragraph 2) their undertaking to "ensure to women appropriate services in connection with 
pregnancy, continement and the post-natal pericjd, grantijig free services w'here necessar\% as 
w'cll as adequate nutrition during pregnancy and lactation."

It should be noted that the Women’s C^onvcnrion is the only one o f the six human rights 
treaties in the United Narions system to mention family planning. In addition to the 
aforementioned articles, the right o f access to specific educational information and ad\'ice on 
family planning is guaranteed under article 10(li). And article 14(b) specifies, in particular, the 
right o f women in rural areas to have access to adequate health care facilities, including 
infonnation, counsehng and sendees in family planning. The Cotivention also refers to 
women’s right to protection o f health and to safety in working conditions, including "the 
safeguarding o f the function o f reproduction", in article 11 (1) (f).

Many other ]:>rovisions ot the Convention have an implicit or intlirect bearing on women’s 
rights in relation to health, some o f wliich have been explicated in the General 
Recommendations o f the CKDAW Committee in relation to female genital mutilation; sexual 
violence; HIVVAIDS; and reproduction. The present smdy tries to cover all these issues to 
reali/̂ c the existing siaiation and practice in Bangladesh.

Sexuality

Sexuality  ̂ is a central asjiect o f human being throughcnit life and encompasses sex, gender 
identities and roles, sexual orientation, eroticism, pleasure, intimacy and reproduction. 
Sexuality is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, 
behaviors, practices, roles and relationships. While sexuality caii include all o f these 
dimensions, not all o f them are always experienced or expressed. Sexualit)' is influenced by the 
interaction o f biological, psychologicsil, social, economic, political, cultural, etliical, legal, 
historical and religious anti spirimal factors.” All these are o f importance in tliis smdy and help 
to design the overall aspects o f sexuality in Bangladesh.

Sexuality and Gender Relations

"Human sexuality  ̂ and gender relations are closely interrelated and together affect the abilit)' o f 
men and women to achieve and maintain sexual health and manage their reproductive lives. 
Equal relationships between men and women in matters cjf sexual relations and reproduction, 
including full respect for the physical integrity- o f the human body; require mutual respect and 
willingness tt3 accept responsibility for the consequences o f sexual i^ehaviour. Responsible 
sexual behavior, sensitivity' and equit}' in gender relations, particularly w'hen instilled during the 
formative years, enhance and promote respectful and harmonious partnersliips between men 
and women." (TCPD Plan o f Action in 1994" paragraph 7.34). In temis o f gender women are 
mostly neglected to have voice and rights o f sexuality in Bangladesh. Therefore, this is taken to 
understand the different dimensions o f view's tow'ards gender and sexual relations.
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Safe M otherhood

The main problem ot maternal mortalirv is perha]:>s the most alarming index o f the state ot 
reproducthx' health in the world. Safe motherhood means ft.) protect a pregnant woman by 
five major issues and other related causes which cause pregnancy related deaths, hive major 
issues are abortion, cclampsia, infecrion, hemorrhage and obstructed labor. It is esrimated that 
a quarter o f all pregnancies are lugh risk. Maternal morbidities arc witlcly prevented and it is 
believed that vesicovaginal fistula, chronic pelvic infection, secondar}’ in tertilit}’ are quite 
common morbidities.

I'h e  promotion o f the responsible exercise o f above mentioned reproductive rights tor all 
people should be the fundamental basis for government and community-supported policies 
and programs in the area o f reproducti\'e health, including family planning. As j:iart o f their 
commitment, fudJ attention should be given the promotion o f munially respectful and 
equitable gender relations and particularly to meeting the educational and ser\ice needs ot 
adolescents to enable them to deal in a positive and responsible way with their sexualit}-.

In Bangladesh, most o f the mothers stiffer from various diseases for which they need proper 
care. This is deeply rooted responsibility' o f the male partner and other family members. Many 
o f the mothers also tiie due to the lack o f care. Therefore, safe motherhood is a slogan and 
crucial aspect during a mother’s pregnancy and has been given high importance in this smdv-
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CHAPTER TWO
Methodology

2.1 Research Methodology^

Research methodology helps solving even' single problem concerning the research work. 
“Mcdiodology” may be used to refer to theorerical discussions concerning the entire research 
proposal including the forms o f thought o f the research, aims and objectives o f the research, 
applicadon o f research methods, etc. Methodology is also often used in a narrow sense to refer 
to the methods, techniques or tools, etc. employed for tlie collection and processing o f data, 
l^ut in a broader sense methods or techniques are one o f the cotnponents o f methodolog)?. 
Thus the success o f an>’ research works, whether in anthropologi,- or in any other discipline, 
hea\nly depends upon the proper utilisation and understanding o f research methodol(;gy used 
in practice (Jha, 1994; 150-52).

With a research problem, a theory- o f social or culaira] interaction or beha^dor, and a variety of 
conceptuai gtiidelincs, etc. a method witliin research methodolog\' is a fundamental 
phenomenon to make an anthropological research easier to conduct. Thus before asking the 
first question in the field the researcher begins with a problem, a theor\- or model, a research 
design, and in general, a specific data collection technique or methodology for research work 
(Fettennan, 1989: 11). ”

2.2 Research Methods in Urban Anthropologj'

The research methods that are used in antliropolog\- for a long period o f time had greater view 
and applicadon to the study o f rural sociedes. But the question that can be asked is whether 
the similar kind o f methods or research in rural societies can also be applied m urban societies 
as urban socienes are niore complex and heterogeneous, where as rural societies :ire quite 
simple and homogenous in nature (Basham, 1978; 9). Therefore, before examining the 
research methods applied in the present study, some ideas are taken on urban anthropology, 
its perspectives and \iews tor research.

Urban anthropology, wliich has theorerical (basic research) and applied dunensions, is the 
cross-cultural and ethnographic sttKly o f global urbanization and life in cides. Urban 
anthropology, however, has foreground forms and principles o f human organizaticjn kinship 
in order to depict the full complexit\' o f social life towns and cities (Sannjek, 199<J; 151). The 
hallmark o f anthropological research method is participant obser^'ation and holism in the life 
o f comraunit)' which demands the researcher to live among the people he studies and 
pardcipate as fuUy as possible in their daily lives (Basham, 1978, p.25). By its ver\' nature the 
city makes the holistic tradinon o f pardcipadon-obser\^ation impossible because the si^e and 
diversit)- ot even the smallest city makes it impossible for the anthropcjlcjgists to know each 
inhaljitant except in the most superficial manner (Ibid, 1978: 299-300).

In recent years a quite revoludon is seen in the field o f antliropological, scjcial sciences as well 
as in the development research where a new appreciadon for qualitadve research has emerged 
among different scholars o f different disciplines. I'hese qualitadve research methods iiave 
become increasingly important mtjdes o f inquir)' for social sciences and applied anthropology 
such as educaricjn, regional planning, heakh and management. But recendy in the field o f 
development research and also in the field o f urban anthropological research a significant
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change is seen where both qualitative and quantitative research methods are widely used 
because today anthropologists are more flexible in collection o f data and in the implication of 
data collection technique or research methods.

Again, anthropologists working in urban and complex societies may wish to imprcjve their 
descriptions through use o f historical, demograpliic, and siin'ey techniques; but tSiey must
retain intensive indepth interaction with small groups to direct inquires and flush out rheir
conclusions. Stanley R. Barrett (1989: 7) stated that in terms o f methodology, the reorientation 
o f the discipline will rnean using compviters, statistics, sampling procedure and questionnaires.

2.3 M ethods U sed in the Study and Technique of Data Collection

C^ne o f the major problems o f the anthropologists working in cities is not really
mediodological, but theoretical and conceptual; hence anthropologists must search for “most 
significant context” witltin wliich to relate their particularistic culuiral studies on the whole of 
the world’s {political economics system (Gmeleh & Zenmer; 198S: 149). However, the present 
study has been conductecl on the phenomenon o f urban life (reproductive health) and hence 
different methods and techniques have been used in the collecticjn as well as analysis o f data. 
H ie methods and techniques used for data collection for this study are discussed below. It is 
mentionable that both qualitative and quantitative mediods have been used here.

Form al and Informal Obser\"ation

Both fonrial and informiil observ'ation methods have been used in the research, hi tenns of 
fomial obser\'ation the criteria, behavioral and general presence as well as activities o f the 
people has been observ'ed by identifying and selecting the study area. Whereas with the 
infonnal obser\^ation these people are observ'ed with an informal way. In this case the samples 
are randomly selected, obscr\'ed with no predetemnined view and process aiid they were being 
left to be watched with their nonnal activities without intertering into their work.

Fieldwork and Participation

It is the method o f fieldwork which is the hallmark o f research for anthrojiologists and which 
means working or mixing with people for certain period o f rime in rheir natural settings. I'hus 
the rieldwork method has been used intensively and with great importance to conduct the 
present research successtiiHv. Participation is a method w'hich has been quite successfully used 
in this research work. It has been used as an anthropologist to take more indepdi view trom 
the field and to be more integral part o f dieir culture.

Structured and Unstructured Interviewing

Both structured and unstnicUired interviewing methods are applied in this research. In this 
case a questionnaire with some selected questions has been used interview the samples and 
also used the unstructured inter\iewing bv mi.xing with the interviewers with no fomial 
discussion and set o f questions which helped to get more underlying information about the 
problem.
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Use of Fieldwork Diary

A fieldwork diarv has been used m the smdy to note ever}' o f the credenuiils, mistakes as well 
as infonnation and notes done or collected during field wcjrk in the field. This diar\’ has been 
living partner rights from the beginning to end o f the fieldwork to overcome from sever 
loneliness, fear and emodon.

U se of Cam era (Photograph)

In this \isual and technology world o f coinmunication the use o f camera in collecring 
photographs on several subjects o f slum dwellers and its related issues is a live presentation of 
informarion and data.

U se of Internet

Up-to-date data and infonnation regarding different issues o f reproductive right and women’s 
health were collected during the study both fonn Bangladesh and from around the globe 
through Internet browsing which helped to enrich the study.

2.4 Sources of Data Collection

Data coUecrion is one o f the major tasks in conducting the research and during the field work. 
Different kinds o f sources can be used in tliis respect. Mowever, in this research both priman' 
and secondary- sources o f data have been used. Priman' sources ot data collection for this 
research are those that have been directly obtained from the field and through the close 
contact wnth the responding people during the field work. Besides these data have also been 
collected from die secondary sources that is, from various books, journals, articles, statistical 
information, daily newspapers, magazines etc. to support the research work, taken together 
both primary and secondar\- sources o f data collection worked as fuel to keep the macliine of 
the study mnning, grounding and validating.

2.5 Techniques of Data Analysis

'I'o make the findings o f the research more fruitful one o f the moOst important task o f the 
researcher is to configure out and organize the new data collected from the field and then to 
anah'ze them in a more definite and figurative way. To have a meaningful analysis from the 
data collected from the respondent considerably tliey are needed to be properly coded, 
transferred and processed through a machine, usually a computer and then these are re­
organized with the help o f statistical tabulation and analysis. These are all the steps- and 
techniques that have been taken into account in the present study. To understand the specific 
phenomenon o f the study the statistical analysis is confined with frequency distribution, 
grapliical presentation and percentage. Based on both primary and secondan,* sources o f data 
collection the result has been interjireted with a fruitful qualitative and quantitative analysis o f 
data.

2.6 Sample Size

The sample size ot this suidy is 200 covering 100 female and 100 male respondents o f the 
slum. I'hey have been selected purposively keeping in mind the objective o f tliis smdy- This is
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done in such a way so that thf sclccTcd sample could address cvcr\' aspect regarding 
reproductive righrs and health status o f women in a more organized ŵ ay.

2.7 Selection of the study Area

The present research work is based on the slum o f Dhaka cit)' focusing the reproductive rights 
and women’s heakh. In doing so specific area has been selected for the study and it is a slum 
situated at Shamoly o f urban Dhaka. Because the people, particularly women, li\'ing in the slum 
areas are more vulnerable considering reproductive rights and health in Bangladesh. Moreover, 
people living in the slum are poor and have come from \̂ arious regions o f Bangladesh. The}’ 
not t jiily lock o f education but also the basic human needs to survive among which the factor 
o f reproductive health is the major one. In addition, the slum ot Shamoly covers the interests 
and objectives o f tliis study.

2.8 Criteria for the Selection of the Study Area

In terms o f criteria for the selection o f the study area some o f the most rationale and 
important jioints have been taken into consideration. For the purpose o f the study it has been 
carefuUy maintained that the selected study areas should fulfill the objectives o f the smdy and 
should also support in collecting reliable and meaningful data, easy access to the study area, 
time, budget etc. However, the criteria for selection o f the study area can be mentioned in 
following re mi s.

1. In selecting the study area it is maintained that the area for the study must support the 
objective ot the study taken into account.

2. Kasy accessibilit)' to the study area is also kept in mind.
3. Time and money or budgets are the two vital factors in selecting the :-irea. Because the 

study had to be conducted with limited self budget and witliin a short period o f time. So 
the more the studv area is close to the researcher’s easy access the more the chance is to 
coniplete the task properly with no fund provided and within the bound time ]ieriod.

4. Finally and most impc^rtandy the area is selected particulariy for the issue that the 
reproductive rights and health staUis o f women, in particular, arc more ™lnerable in the 
slums o f the Dhaka cit}' and people living here are not only poor but also have limited 
access to ever)' aspects o f basic human righrs.

2.9 Tim e framework

In total Researcher has spent near about UJ m(.)nths for data collection. First 4 (four) months 
were spent required about health and reproductive health programme issues which conducted 
by the NCtO s and Government and determine sur\'ey assistant, pre-testing and finalizing 
questionnaire. And ne.xt six months were spends for intensive fieldwork- conducted 100 
couples inter\’iew’s, data cleaning and rc-checking o f the data.

2.10 Pains and Pleasures of Fieldwork

One o f the most significant characteristic features o f any anthropological research is to 
complete the study by conducting tleldwork. It helps in shaping the design set for the research 
to be carried out.
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In the present study after getting tlie priinar}’ preparations o f collecting matenals and several 
other issues in regard to the problem oF the study at hand the researcher went on to work in 
the field to conduct the research successfully. Some o f rhe experiences trom the field are 
discussed here.

I'he fieldwork for the present stLidy took the tiirse period from the 1 July- the 30 .August 2008. 
^ I'he rescarcher went to the tield even'day and collected data frrim study area. A route has been

maintained during rhe fieldwork and the time period taken for collecting data and getring 
inter\ iew o f die unit o f the smdy. But it appeared quite problematic for the researcher almost 
ever\’day dunng fieldwork to get close to them because o f their unwillingness to speak which 
sometimes put the researcher in disgrace.

Government official are always in a state to make harassment in our country. In tliis case it 
took few’ temis to collect information from rhe (officials o f the secretariat.

Another problem faced by rescarcher was that in most of the cases the respondents asked 
\'anous questions such as “ what is die intention o f this research, what will be the outcome, 
what is the benefit o f die researcher, does the researcher work tor any NCtO , how this can be 
an academic smdy, etc. All those questions got tlie researcher into more interest and attention 
to rhe study and overcome these few problems with suitable analysis as required.

.Alongside these painful experiences some pleasuring and encouraging tield experiences were 
also gained by the researcher. It is the curiosit}' o f the respondents in general that encouraged 
the researcher to continue with the work more aggi'essiveiy. Both in case of definire 
questionnaire and formal intennew as well as in case o f informal interidew (>r gathering they 
communicated anti behaved well and talked ver}' lively about different aspects o f reproducdve 
rights and health issues, ITieir live and joyful participations helped the researcher a lot to 
understand the facts.

However, this is a unique anthropological study and both pains and pleasures in the tield gave 
the researcher some indepth analytical capability' and intcresdng views. In general diese 
fieldwork experiences helped the researcher to acquire knowledge from the tield, to learn 
about the credentials and mistakes and to make the research work more reach and spirited 
W'here without their help and criticize these could not have been possible.

2.11 Lim itation of the Study

L’rban life is complcx and heterogeneous is nature. It consists o f different ty'pes o f people and 
is a vast array o f culmral integration. Dhaka is a mega cit)' and the urban area is comprised o f a 
vast geograpliic;il setting where the cit\' has expandeti and still expanding to wider spaces, 'lliis 
is why only one slum has been taken for stutly. Because it is not jiossible to integrate the 
people o f all the areas which is why the selected area has been taken into consideration. 
Another limitation o f the study is that some instances people have nor unambiguously talked 
about several grounds. In other words, they hesitated to express their real life feelings which 
put some pictures o f their cultural attiuides out o f scene, flowever, despite some o f those 
limitations there has been no effort and sincerity left by the researcher to the present study 
wliich made it more valid and maintains its obiecti\aty.
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CHAPTER T H R EE
Literature Review
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literature review is a ver\' important part o f report writing. Tn this regard George j .  Mouly 
identified that “the review o f the literature is an exacting task, calling for a deep insight and 
clear perspective o f the overall field”. In this content an attempt has been made to provide a 
comprehensive picmre o f reproducrive rights and women’s healtli related proV)lems 
encountered by women o f Bangladesh through receiving existing literatures.

■Masder F. Masudi (1995) in Islam and Women’s \Kt'pmludh>e Kights has used the cfuicept of 
reproducri\’e rights (llRj ot women from a religious point ot view. UN'|-P.\ and W 11(̂  have 
taken a number o f initiati\'es in the form o f projects for awareness-building on reproductive 
health (R ll). But the qiiestK)n remdns is there any Islamic \‘iew on the practices ot 
reproducti\'c health? Bangladesh is a second largest Muslim country in the world. In general 
peoples o f Bangladesh are doing their personal family life guidance bv ethical and spiritual 
principles. This book has unfolded the messages on women's RR trom the Islamic perspc:cti\ e. 
To jiresent a complex and controversial subject like KR t{> religious Muslmi women, 
particularlv to those who are uneducated, is o f course an uphill task. It stated that one ot the 
main reasons for the persistent inequality between men and women is lack ot knowledge about 
what Islam dictates on women's rights with the myth that it is the principal obligation of 
wonien to gratit\- men sexually. Ratiier showing concern tor women's security', 
coniplementai-iiies (jif men and wfjmen is to be considered tor a healthy and harmonious 
fainilv life, What the I loly Quran and I ladith say about RR and R11 have been presented in 
plain language in the tonn o f tiialogues and that has made the presentation more engrossing.

\\ ritten in a story telling fasluon in contrast to the conventional descripti\e way, rlie book 
reveals truths and messages through stctries. Islam ad\’ises marriageaijle adults to go tor 
responsible choices. The reference to Surah i.ukman ( ,^1:14) regarding suckling the babv is 
worth noring for even one, including imams o f mosques who are to propagate the messages to 
the devotees. 'I’he argument that reproductive decisions are the outcome ot joint deliberations 
o f the husband and wife are hinted at through various instrucrions j'jut in various (Quranic 
verses. This contains valuable guidance on the choice o f appropriate ccjnjugal partners how to 
gi\ e birth ro normal babies, birth control practices, how to handle obstetric complicatif>ns and 
di\ orce modalities from tlie Islaniic perspecti\ e. In conclusion the book discusses fair play vis- 
a-̂ ■is man-wt)man reladons; it afhnns that no partner is superior to the other; husbanti anti 
wite shouJd be treated as equal partners in decision-making regai'ding conjugaLits and child 
birth.

In Weproductive Health in Bangladesh: , \ Sec/oral Remew'S.dincy Pie-Pelon (1996) red for L’Nh'P.\. 
In order to provide qualit)' reproductive healdi programmers, UNI PA assistance will make a 
contribuaon to the acliievement o f nvo important goals o f die C;uro process. First, that all 
countries should take steps to meet the family planning needs o f their populations as soon as 
possible and should, in all cases by the year 2015, seek to provide universal access to a fuU 
range o f safe and reliable family planning methods and to related reproducrive health services 
wliich are not against the law (IC]PD progr:unmc o f Acrion; 7, 16). And second, those 
countries should strive to effect significant reductions in maternal mortality by the year 2015: a 
reduction in maternal morality by one half o f the 1990 levels by the year 2000 aiul a further 
one half by 2015” (ICPD programme o f Action; 8, 21). The UNFPA Guidelines state that 
“ L'NFPA support can be provide for the following information and sen'ice deliven-
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component f>f reproductive health programs. The full spectrum family planning 
information and se^^^ces, including counseling and follow-up ser\iccs, aimed at all couples and 
individuals prenatal deiiven' (including assisted deliven.-) and post-natal care o f mothers at the 
primary health care level with appropriate referral for the management of obstetric 
complications; prevention o f abortion, management o f the consequences ot abortion and 
post-abortion counseling and family planning prevention ot reproduction tract infections 
(R'FIS) including STDs and treatment o f symptomatic infections, the UNFPA guidelines sen'c 
as an outline for future programming, as well as a challenge to expand beyond their historical 
family planning information and ser\nces progi'ams to ones w'hich encompass the wider 
agenda o f reproductive health.

Keprocluct'we Health in Kjiml Ĵ anghideslr. Policy and Prognmmialic Implicaliotis a sttidy by Thomas T. 
Kane, Barkat-e-Kliuda & James F. Pliilips (1997). The result o f the snidy indicate that there is 
a strong need to focus strategic measures upon the increased use o f health care facilities, such 
as the TIIC^, 11 & FW’C and SĈ  limphasis should be given to the IIiC activities o f the national 
health and family planning programme so that the community', particularly the poor and 
uneducated women become aware o f the need ff>r regular antenatal check-ups and safe 
deliver\' by competent he;dth personnel. I ’rained TBAs should be linked wdth the hc;ilth and 
family planning sentice delivery’ system at different levels to ensure their utihs^ation. h'emale 
education should also be promoted.

The result o f the logistic regression analysis show’ that certain demograpliic, socioeconomic 
culttiral and programmatic factors are significantly associated wdtli the antenatal care-seeking 
bcha^^or o f rural women. The poorer women were less likely to seek antenatal care or to 
consult qualified persons (e.g. doctor, nurse and paramedic) for antenatal care. 'I’liis was as 
expected in rural Bangladesh, since consulting a qualified person gcner;iUy involves some cost 
on the part o f the client. Moreover, although antenatal sen'ices are provided tree o f cViarge 
from the Goveriiment health canters, the clients are often required to spend money for 
transportations and, in many cases, for buying medicitie, (1CDDII,B, center ftjr Health and 
population Research, |uly 1997).

The overall objective o f the snidy Inlegration o f Reproductive Health Sen-'ices for Men in Health and 
Vamily Welfare Centers in Bangladesh (2004) was to increase men’s access to and acceptance of 
reproductive health sen-ices at Flealth and Family Welfare Centers (H&FW'Cs) in Bangladesh. 
The smdv w'as conducted in collaboration with the Nationiil Institute o f Population Research 
and 'J raining (KTPOR'l), the Directorate o f Family Planning, and the Population council. 
N IP O R T  is a natioLial research and training under the Ministn,' o f Health and Family Welfare. 
The Directorate o f family planning provides reproductive hesilth scr\'ices including family 
planning at the union level (the lowest administxative unit, covering a population o f .'50,000 to 
50,000) through its 3,700 I IFWCs. These centers offer curative and preventive services to 
mothers and cliildren. F.ach flFWC^ is staffed by a family welfare visiting (F\XT) and a sub- 
Assistant community Medical officer (SACMO). They are supported by five to seven families’ 
welfare Assistant (FWAs). FWVs are traditionally women who have received 18 months o f 
basic training in reproductive and cliild health care and provide family planning and maternal 
and child health (MCI I) services. SACMOs, on the other hand, are predominantly men w'ho 
have tlirce years o f basic training in reproductive health, child health carc, and basic medical 
ser\ices. They provide general health care, child health c;ire, and treatment for minor ailments 
to both male and female clients. 'I’he study activities began in November 2008 and were 
completed in December 2002. 'I’he study was carried out in the four majf)r divisions o f 
Bangladesh; Dhaka, khulna, Rajshahi and SyDiet. 'I'he interventions were tested in twelve
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government health facihries. Tht: primary inrcn-enaon groups in cht: study were men ol: 
reproductive age and grassroots-leA'el ser\'ice providers.

It also revealed that men do sufter from various reproductive health problems. Nevertheless, 
they do n(jt use the services provided by I II'AK'Cs. P>en for general health care, the majorit)' o f 
men do not seek sen'ice from HFW'Cs. One of the possible reasons may be the general 
perception that i-IF\X'C ser\'ice are onlv for women and cliildren, not for men. 'fo  address this 
issue, the jiopulation council, in collaboration with N IPO RT and the Directorate ot Fainily 
Planning, attempted to reach men through exisdng government staff at MI'AVCs in 1997. A 
small scale study conducted in one HI^V'C yielded promising results but the findings were 
inconclusive for making policy recommendations. The study shaved that no scalpel vasectomy 
(NS\^ and condom use increased considerably in the inrer\-encion area. FV\”As have also 
shown potential to reach males with BCX  ̂ materials.

hangiadesh Dermgniphic and He(jlih Sun>ey (20U7) was the fifth nation-level demographic and 
health survev designed to provide ijiformarion on demographic and maternal and child health 
in Bangladesh. The BDHS included a household sur%’ey o f ever-married women age 10-49 anti 
ever-married men 15-54. ITrie BDH S also included a community- cjuesrionnaire and a hedth 
facilit)  ̂ and sen'ice availabilit)' tjuesrionnaire administrative dunng the listing of household to 
informants in communities around the sample points fr<jm wliich the households were 
selected. The 2007 B D IIS  was conducted under the authotit)' o f the National Institute for 
Population Research and Training (N IPORT) o f the Ministry o f Health and I’amily welfare. 
The sur\-ev was implemented by Mitra and Associates, a Bangladeshi research firm located in 
Dhaka.

As with prior DMS sur\ êys, the main objective of the BDHS 2007 is to provide up-to-date 
infonnation on fertility and cliildhood mortalit)' levels, fcrtilit)' preferences; awareness, 
approval and use o f family planning method; maternal and child health including breast 
feeding practiccs, nutrition levels and newborn care; knowledge and attitudes towards 
HIV/AIDS and other sexually transmitted infections (STI); and community level data on 
accessibility and avaHabilitj' o f health and family planning ser\'ices. This information is 
intended to assist policymakers and program managers in evaluating and designing programs 
and strategies for iinprovting health and family planning ser\'ices in the ccnintr\'.

Achinnug the Ml!knnuim Developmenl Goals for hiealth and Nulriliou in Ba/igladesh: K ej Issues and 
hikn'entious—A n htirodmiion is a study b}' Da\id A. Sack (ICT^DR'B, 2008). 'I'his study 
liighlights the millennium devekipment goals indicators in the basis of presents and 
governance system o f health sector in Bangladesh. .Achieving M DG 1, 4, 5, and 6 will be a 
ch^illenge tor Bangladesh. This will require a coordinated effort to improving health sen-ices 
tor mothers and children, improving nutritional status, reducing the burden ot infectious 
diseases, and usmg modem technologies in a cost-effective manner. I'his volume is intended 
to stimulate discussion (jn how to  improve these ser\nces most effectively.

W'oman and W'orld Development Series'll a study (1993) developed by the joint UN/NGC) Cjroup 
on women and development and makes available the most recent infonnation, debate and 
action being taken <jn world development issues and the impact on w<Hnen. 'I'he aim o f each 
tide IS to bring women’s concerns more direcdy and effectively into the development process 
and to achieve an imjiro^'ement in women's stams in our rapidly changing world.
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The Ciroup was established m 1980 to organize the production and distribution ot joint 
UN/NGO development education materials. It was the first time that L'mted Nation agencies 
and Non Governmental Organizations had collaborated on this \va\' and the Cjroup remains a 
unique example o f corporation between international and non-governmental institution. When 
the first joint United Nations information committee/Non governmental organization 
()UNlC/NCiO) publication on women, health and de\'elopment appeared in 1981, its tone 
was one o f cautioTis oprimism. Although the state o f women’s health, especiall}- in developing 
countries, gi%'en rise to many concerns, there were certain grounds for optimism.

‘Reducing Maternal .Mortalit\' and Improving Maternal Health: Bangladesh and M DG 5’, is a 
study o f IC D D R’B (2008), conducted by Marge Koblinsky, Iqbal, F.Iahi Chowdhun,- and 
others. 'I'he study siiows that Bangladesh is on its way to achieving the MDG 5 target of 
reducing the maternd mortalit}' ratio by three-quarters bet%veen 1990 and 2015, but the annual 
rate o f decline needs to triple. Although the use o f slulled birth attendants has improved over 
the past 15 years, it remains less than 20"'o as o f 2007 and is especially low among poor, 
uneducated niral women. Increasing the numbers o f skilled birth attendants, deploying them 
in teams in facilities, and improving access to them tlirough messages on antenatal care to 
women, have tlie potential to increase such use. The use o f caesarean sections is increasing 
although not among poor, uneducated rural wcjinen. Strengthening appropriate qualit)' 
emergency obstetric care in rural areas remains the major challenge. Strengthening other 
supportive sen'ices, including family planning and delayed first birth, menstrual regulations, 
and education o f women, are also important for achie\'ing MDCt 5.

H ome// and Vlealtb is a study by Patricia Smvke er.al. (199.3) to understand the level o f women’s 
health as one o f the major factors detennining their abilit}' to contribute individually and 
collectivity- to a nation’s development.

Women do in fact provide mist o f the health care in the world. They need to be supported in 
that role so they can do an even better job, for their own sake and for the good o f their 
families, communities and nations. PM(1 strategies recognize this. Manv tlifterent factors aitect 
women’s health all o f them interrelated. Which we talk about them separately ati inter sect oral 
approach is almost always needed when it comes to acti{Mi. Effective action on women’s 
health may well involve action in the tields o f agricultural, environment, education, commerce, 
justice, foreign affairs, human development and so or not to mention action to change basic 
attimdes towards women.

riiere is a tendency to look at a women’s he;ilth at a specific moment in time, for example at 
the moment she becomes pregnant or becomes ill enough to go to a clinic. It is well to 
remember that her health stams reflects the cumulative effect o f all that she has experienced 
over a lifetime. Women have both general health needs the same as the rest o f the population, 
and health tieeds that are specified to them as women. They need access to healtli care that 
enables them t(j satisty' all these needs.

‘Assessing the NL\NOSI II Referral System: Addressing Delays in Seeking Emergency 
Obstetric Care in Dhaka’s Slums’ {M. iSO S'H l W'orking Paper Series, ICD D R,B and BRA(^ 
2010) is a study earned out in rvvelve slum areas o f Dhaka citj’, where BIL\C  ̂ has 238 deliver}' 
centers. The suidy targeted the women who had histon- o f obstetric complications during 
pregnancy and child birth. I'he obstetric complications referred from deli\er\' centers o f 
KLANCJSHl (M a 0  K obajatak Shishti) working area were the smdy group, and cases referred 
from the communit}'/home to the referral hospitals during October to December 2008 were
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the comparison group. The mait^rirics (74%) ot rhe respondents were aged 20-35 years and 
women who were referred from home were more than two years older than rhe comparison 
group. ITie smdv examined the socio demographic status o f respondents, reproductive and 
birth histcJH’, obstetric complications, the three delays in the referral system and factors 
associated with these delays, cost o f deliver)  ̂ and outcomes o f delays, and the role o f 
M A N O SIII referral system in reducing the three delays. The three delays in the smdy were 
defined as: 1st delay (time in decision-making) was the inten'al between recognition o f the 
complication to starting for the facilit\- to seek care; 2nd delay (time to iirrive at tlie facilit)-) 
was the inten^al between starting for the facilitj’ and reacliing it (time needed for acquiring 
transport included) and 3rd delay (time in receiving treaanent) was the inten-al between 
reaching the facility anti the time the treatment was received.

More women referred from home experienced tJie first delay (73.3" o) than W’omen who had 
been referred from deliver}- centers (66.2‘’ o). The median times for making decisions among 
w'omen referred from delivery centers for life-threatening and liigh-risk condirions were 
significantly shorter than that o f those who were referred from home. The findings showed 
that o f women who were referred from the communir\-/home, the respr>ndent’s fainily 
members took a significantly longer rime to make decisions in seeking care. In both groups, 
husbands x̂•ere the prime dccision-makers (48” o and 51 “ o).

More women w'ho had the second and rhe third dela\'s were referred from deliver)' centers, 
compared to women referred from home (65.3% vs. 19.1%; 58.7% vs 15.1%). The inedian 
times to reach the facilin- and receive treatment were almost same in both groups.

The study also find out the mai<i causes o f  delay in decision-making were-Fear o f medical 
inter\-ention; Inabilit\' to judge the graveness o f complications; Lack o f money; (Complications 
arising at midnight and traditional beliefs or conser\-ativeness. It was obser\xd that the 
husband and other decision-makers plaved an enormous role in making the decision to seek 
care.

liighis to Sexual and Reproductive V\eallh - the ICPD  and the Convention on the Rlimination of A ll rom is 
o f Disaimination against Women is a work by Dr. Channel Shale\' for CEDi\W. The ICPD 
recognized women’s rights to reproductive and sexual health as being key to w'omen’s health. 
The basis for these rights can be found in various articles o f the O.Mwenrion on the 
Elimination o f All h'orms o f Discnminadon against W'omen. This paper examines the texnial 
framework o f women’s rights to sexual and reproductive health as expressed in tliis and other 
international human rights documents. Rights to reproductive and sexual health include the 
right tcji life, libert)' and the securin,' o f the person; the right to health care and iiifonriarion; and 
the right to non-discrimination in the dlocation o f resources to health ser\’ices and in their 
availabilit)- and accessibilit)'. O f  central importance are the rights to autonomy and privacy in 
making sexual and reproductive decisions, as weD as the rights to informed consent and 
confidentialit}- in relation to health senices. The paper is illustrated by issues that reflect 
systeinic Wolation o f the above rights in varied forms, including matemal mf)rtalitv', lack o f 
procedures for legal abortion, inadequate allocation o f resources for famih' planning, coercive 
population programs, spousal consent to sterilization, and occupational discrimination o f 
pregnant women, (iountn^ examples are taken from States Parties’ periodic reports under the 
W'omen’s Com'ention.

Manoshi Midline Sm rej o f D haka Slums (1CDDR,B &: 2009) is the second communitv'
based cross sectional sur\rey o f 3,048 (1,524 women having infants and 1,524 women with
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clultlren aged 1-4 years) women residing in lOft sample slums in Dhaka Metropolitan area 
{D^[A). The midline sur\'ey 2009 collecred data similar to the baseline survey 2007, on 
knowledge, perceptions and practices related to maternit)- care and newborn and cliild care o f 
women having under-hvc cliiJd (ren) l:\ing ui slums in the DMA. The overall objective o f the 
2009 nridhne sur\'ey was to estimate changes (improvements) in maternitv’, new-born and child 
care knowledge and practices. The sur\̂ cy shows that the slum women o f 2009 were less 
migraror\- than tlieir counterparts in 2007. One in ever}' five women was permanent residents 
in the slums in 2009 compared ro one in even- fourteen women in 2007. The most common 
reason for migration in 2009 was income/employment whereas tamilial was the most 
important reason in 2007.

In sun'ey area, Women’s knowledge o f the requirement for antenatal care (ANC) visits and 
T T  vaccination were universal and near universal fcjr iron supplementation in 2007 and 2009. 
However, less than half (42-47"/«) o f the women blew that the required number o f ANC visits 
was four or more. I'his value w-as a litrie higher (47%) in the program slums in 2009 dian in 
2007 (45%). Women’s knowledge o f the requirement o f postnatal care (l^NC) was lower (84% 
in the program slums and 83% in the comparison slums) in 2009 than in 2007 (94% in the 
program slums). On the other hand, 73" o o f women had knowledge aljout the requirement ot 
Vitamin-A and 76%  had knowledge about the need for Iron supplementation after deliver)' m 
the after tleliver)' in the program slums iii 2009, Hns level o f knowledge was much higher in 
2009 compared to 67% having knowledge on Vitamin A and 72% on Iron supplementation in 
the program slums in 2007. Tlie institutional deliver\- accounted for half o f the deliveries in 
program slums in 2009 compared to 24%  in the comparison slums in 2009 and 15% in the 
program slums in 2007.1"he women’s knowledge on newborn and neonate care went up in 
2009 compared to 2007 wliile knowledge o f cord care went down. AKC  ̂ use went up in 2009 
compared to 2(KJ7. Most ANC utiUzation occurred in BR.\C Delivery huts and NCX3 health 
centers. Wliile half o f dehveries still took place at home, deliveries in health facilities accounted 
for the other half in 2009, up from 15% m 2007. PNĈ  visits more than doubled in program 
slums in 2009 compared to 2007

The overall know'ledge of women about major maternal compKcations during as wcU as witliin 
42 days ot deHvery' that required medical treatment was low. Knowledge o f life-threatening 
pregnancy complications (except for lower abdominal pain and reduced fetal movement) was 
more frequent in the program slums in 2009 than in 2007 and the comparison slums in 2009.

“Sibling Influences on .Vdolescents’ Atritudes toward Safe Sex Pracdces"’, (2004) is a journal 
paper written by Amanda Kolburn Kowal, and Lynn, Blinn-Pike. 'The study suggested that 
sibling discussions about safe sex, in conjunction with parental discussions, predicted better 
attitudes toward safe sexual practices for adolescents. Perceptions o f sibling relationship 
qualir\- were more closely associated with sibling discussions about safe sex than were older 
siblings’ general attitudes toward safer sexual intercourse. 'I"hus, sibling relationship qualit}' 
may serve a protective flincdon by facilitating more frequent sibling tliscussions about safe 
sex.

"Reproductive Health Behaviors’ (2002) is a study o f theses paper bj Mohammad Mahbub 
Alam Talukder on slum dwelling couples o f C.hiUaqpng city. From socio-economic anti 
demographic view point, Santinagar slam is no exception from typical slums o f big cities like 
Dhaka and Chiltagong. It depicts similar magiiimde o f impro\isation in settlements, over 
crow'ning and congesttcsn, paucity' o f proper ventilation over dependents on the urilizatioii o f 
surface water (canal) for the purpose o f bathing clearuig o f cooking utilities, (except drinking)

Page 22 of 67

Dhaka University Institutional Repository



in all such matters from health perspective. The level o f education attained by the slum 
couples under smdv is predominantly limited to priman- and secondan' schooling at best, in 
bodi male and female components, fie  mcndoned in liis study socio-econtjmic and 
demograpliic characterisdcs, F.ducarion study, Emigrarional, occuparional studs and family 
income o f slum dwellers. Dimensions o f the Reproductive healdi; concept o f pregnancy, 
cognition o f conception. Rituals and restriction dunng menarche. Age at menarche, age at 
marriage, during o f conjugal life, age at women at first cliild birth, Birth inter\"al, total number 
o f children, future F T  method use, Decision making witli about I'P. Decision making process 
about pregnancy, food restriction during pregnancy etc.

‘Strengthening Health Systems Capacin,- to Monitor and Evaluate Programs Targeted at 
Reducing Abortion-related Maternal Mortalit) ’ (2010), is a working paper ot K]DDR,B. The 
paper mentioned that unsafe abortion persists as a leading cause o f preventable maternal 
mortalit)- and morbiditv in Bangladesh. Impro\-ing women’s ability to prevent unplanned 
pregnancy and to access safe care is critical to fulfilling Bangladesh’s commitments to improve 
maternal health and to uphold women’s rights. The Safe Menstrual Regulation Ĉ are (SMRC) 
model is designed to build the capacit\' o f health systems to track and measure progress 
towards these ends. The SMRC' model uses seven indicators and a set o f signal functions 
designed to measure whether health facilities are providing all ser\nce elements most critical to 
reducing unsafe abortion and related injuries or death: contraception to prevent unwanted 
pregnancy, menstrual regulation (MR) and safe abortion for iiU legal indications, and treannent 
o f abortion-related complications (abortion complications).

Abortion is legal in Bangladesh only to sa\ e a woman’s life. Menstrual regulation-defined as 
evacuation o f the uterus performed by a trained provider witliin 10 weeks o f a missed 
period— is also sanctioned by the governmeiit. Menstrual regulation (MR) has been officially 
provided since 1979 by physicians and paramedics at all levels o f the healthcare system 
through the Bangladesh MR jirogram. 'iTie program has now been incoqiorated within a 
reproductive healdi and rights agenda, and currently provides senices through a nationwide 
priman’ care level program.

3 i.i
A key assumption o f the model is that if  the package o f SMRC ser\ices are broadly available, 
used by women and o f sufficient quality’, unsafe abortion and related mortalit)^ will decline. 
Tills mission aimed to assess the utilit)’, feasibility' and acceptability o f implementing the 
SMRC" tools in public sector, NC^C), and private sector health facilities in J i’ssore district in 
liangladesh.

‘Women’s Ilealtii and Human Rights: Monitoring the Implementation (jf C'HDAW” (2007) is 
published by World Health C)rganizati(jn, Depanment o f Reproductive Health and Research. 
Tliis guide explains how human rights related to health are enshrined in the Cfinvention on 
the F.Lmination o f All Fomis o f Discrimination against Women (CFT^AW), governmental 
obligations tf> implement those rights and monitoring o f those obligations by the CF.DAW” 
C’ommittee. If concludes with suggestions for maximizing W'HO’s use o f the C.'EDAW' 
monitoring process. ITie book provides information on how W HO can assist countries in 
complying with their treaty' obligations for women’s rights, including the elimination of 
discrimination against women in the area o f health care.

‘Relationships o f Exclusion and Cohesion with Health: The Case o f Bangladesh’ is a study 
conducted by Heidi Bart johnston (2009) for ICJDDR’B. The concept o f social exclusion, 
applied widely in the European Union, has in recent years been gaining use in Bangladesh,
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mostiv by international development agcncies. Does this ciiscourse of-' depm'arion, developed 
m the welfare states ot northern iLurr^pc, have salience m its application to deprivarion in 
countries like Bangladesh where, for example, 31% o f the rural population lives in chronic 
povert}'? I'he concept o f social exclusion has three principal components: a dynamic and 
relational perspective which requires the idenritication o f who or what causes exclusion; an 
explicit recognidon o f multiple dimensions o f deprivation; and a longitudinal perspective, 
recognizing that individuals and groups arc dynamic intra- and intergene rational. The Social 
Hxclusion Knowledge Network o f the World Mealth Organization Commission on Social 
Determinants o f Health expanded the concept to include health staais as a contributor to and 
an outcome cjf exclusion and to show that actors beyond the state or public sector can 
critically impact exclusionan- processes. In the Bangladesh application, the relevance o f the 
modified model was explored to find that wliile there are negative associations between social 
exclusion and health status, much stronger documentanon is needed o f tlic relationship. The 
modification o f including multiple sectors, such as private enterprise and ci\til society, in 
addition to the state, as having potential to impact exclusionary processes is fiindamental to 
the application of the social exclusion model in Bangladesh.

‘Sexual Transmitted Disease’s (1994), is a study to understand the recent decade’s fatal 
diseases, AIDS and HIV found to be directly related to sexual transmissions wlaich arc 
becoming incredibly dangerous for human health. Such disorders are arising mostiy from drug 
addition and unsafe sex practices. Women are also the ^^ctlnls o f liighly dangerous sexuaU}' 
transmitted diseases (S'I’D) despite the fact male people are the carriers o f such disorders.

I'liis situation is exacerbated by the worldwide increase in incidence ot sexually transmitted 
diseases and HIV infection and by the fact that women often talk access to the means to 
prevent pregnancy and to prt^tect themseh'es against infection. With increasing awareness and 
concern about the role men play in the transmission o f STDs/HIV and AIDS, marginalizing 
men in family planning and reproductive health senices is not appropriate. Ignoring men’s 
needs gready increases tlieir health risks, as well as those o f their p:u-tners (Heise LL 1994) 
women in Rural Bangladesh suffer from a broad array o f reproductive health problems, wliich 
have an adverse impact on this health, their marital and familial relationships and their 
economic contributions. In Bangladesh, 25%  o f almost 3000 women’s surveyed reported 
symptoms o f a reproductive tract infection (RTI) and two thirds o f these had clinical or 
laboraton- e\idence o f infection, (tl.l 1. Akther et. al. 1992).

I ’he article “Social and TxtgisticaJ Barriers to the Use o f Reversible (Contraception among 
WVMnen in a Rural Indian Village” (1 IltA J.l'f F POPUL NUTR, ICD D R,B, 200R; is written 
by Mary Ann Klrkconnell Hall, Rob B. Stephenson, and Sanjay juvekar. Tins paper explores 
beliefs o f wcjmen regarding reversible contraception in a context where women arc able to 
acliieve their fertility; goals using sterilization and periodic abstinence wTth abortion as a back­
up method. W'omen in a small coastal \illagc in western India were asked to explain their 
preference for female sterilization over modern reversible contraceptive methods. W'omen 
publicly denied contraceptive use but privately acknowledged limited use. 'f’hey obtained 
contraceptive infomTation from other \-illage women and believed that modern reversible 
methtxis and vasectomy have high physical and social risks, and fertiiitv goals could be 
achieved without their use. Women felt that reversible contraception is undesirable, socially 
unacceptable, and usually unnecessan^ although the acliievement o f fertilit)- goals is likely due 
to the use o f female sterilization unth abortion as a back-up method, r.conomic migration of 
village men may also play a role. Although women with liigh social capital can effectively 
disseminate correct knowledge, the impact on the uptake o f reversible method is uncertain.
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Bcinglcjdesh Maternal Wealth Scmce and Maternal Mortality Sunvy (1993) is a sun'ey condiictcd by 
NTPOR'r (National Instiauc o f Population Research and Training). The result (jt sun’ey 
indicates that more than halt' o f mothers in Bangladesh do not receive antenatal care. For 
births that occurred in the three vears before the sur\’cy, only 48 percent ot mothers received 
antenatal care during pregnancy. Those who do received care tend to received it trom doctors 
(24 percent) or nurse, midwives, family welfare %'isitors, medical assistant, sub-assistant 
communitv' medical officer (15 percent). About 5 percent o f mothers receive antenatal care 
from health assistant or family welfare assistant. Less than 1 percent ot pregnant mothers 
receive antenatal care from traditional birth attendants (Dai). The sur\'ey results show that 
there arc sharp differences in antenatal care coverage among subgroups in Bangladesh. 
Antenatal care is much more common for births to younger women and those ot lower birth 
order. I'he urban-rural differenuals in the percentage of births for w'hich the mother had at 
least one antenatal care visit are ĉ uite large. Sixt)' three percents o f urban birth had received 
antenatal care from a medically trained person, compared with only 41 percent of rural births. 
The use o f antenatal care is strongly associated v.ith level o f education and economic stauis. 
Mothers with some secondar)’ education are about twice as likely as mothers with no 
education to received antenatal care and mothers in the wealthiest household are more than 
twice as likely to received antenatal care as mothers in the poorest household.

Transforming Health System: Gender and Rights in Reproductive Vlealth is published by W orld Health 
Organization, Department o f Reproductive Health and Research (2001). The result o f a six- 
year testing and adaptation process involving strong collaboration with institutions in ditterent 
parts o f the world, this training manual provides a unique training curriculum designed to 
equip participants with the analytical tools and skills to integrate gender and rights into 
program and policy development in sexual and reproductive health. Gender and rights are 
woven throughout the curriculum which uses participaton' methcjds and case-studies on many 
different aspects o f sexual and reproductive health inclutling contraception, pregnancy and 
cliildbirth, abortion, STIs and IIIV , cer\ical cancer, violence against women anti adolescents.

‘Male Involvement in Reproductive I lealth Senices in Bangladesh- A Review-’ is a study by 
.Ali Asliraf, 'I’homas T  Kane, Ahsan Shahri;ir, Barkat-e-Khuda (2006). .\ study on the use of 
modern contraceptives among urban men found that men ha\'e litter knowledge or 
understanding o f female methods wliich prevents them from actively supporting their spcnises 
in accepting, using or continuing to use the methods effectively. The males who were 
inter\ iewed suggested using the media to motivate other males, to provide privacy at ser\ice 
centers and to pro  ̂ide individual counseling for males. Misconceptions about condoms and 
\'asectomies contributed to their low use (common misconceptions included the fear o f losing 
physical strength).

The study also revealed that communication between husbands and wi\x‘S has had major 
implications on the degree o f male participation in FP. The pc\>pulation council conducted a 
Study o f male clients visiting two male clinics in Dhaka for different ser\ ices and found that 11 
percents wxre STD  clients and 28 percent were M-ith other sexual health problems. The 
sociological evidence o f a cross sectional study on the prevalence o f STDs among Dhaka slum 
tlwellers show'ed that current syphilis infection w'as prevalent in 11.5 percent o f the men and
5.4 percent o f the women. 'I'he prevalence rate o f both gonorrhea and C l̂ilamydia was less 
than one percent and the hepatitis B surface antigen w'as percent in 5.8 percent o f the men and 
in 2.9 percent o f the women’s, .\nother communit)' based study suggested that both men and 
women perceived sexual or reproductive health problem are fewer among men. It also 
indicated that in rural areas, men preferred first to ccjnsult unqualified practitioners for
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reproductive heiUch problems. According to one urban srudy, use patterns o f health ser\'ice 
among women and men differ women seem ro be confined to private, tor profit clinics, 
whereas men often just buy medicine at die pharmacy for some tomi o f selt-care. Urban men 
also prefer to \-isit pharmacies for their STD-related problems. The Laborator\' Sciences 
Division (I.SD) o f ICD1!)R,B has been collaborating with the Bangladesh Women’s Health 
C^oalidon (liWMC) clinic in Bangladesh to study the prevalence o f R'l'ls/STDs and to plan for 
the sentinel sun.’eillance o f sex worker’s, i.e. drug users (most male), transport workers, and 
STD  patients. The LSD is also planning to carr\- out a baseline sur\eillance study of 
H lV/A lD S among various high risk groups o f males and females. Several NCX)s, such as 
Access to Voluntary' safe contraception (.W SC), voluntan' Health Services Society (\'MSS), 
family planning Association o f Bangladesh (FPAB), Paricharja, CARI'., Nari Maitree, and 
Marie Stopes, have programmers o f male involvement initiatives. These organisations have 
been working towards prevention and managing RTIs/STDs among males through ottering 
ser\’ices in the evening from specializetl clinics run by m;ile doctors; offering counseling with 
the use o f both male and female counselors working with male and female cUenrs in separate 
rooms; introducing separate cards for men to strengthen partner management; distributing 
reading materials on the prevention o f S'FDs/AIDS for the purpose o f rising awareness 
among the male and female college and universit}’ students; and developing a system ot 
referral and linkage using local drug sheeps to refer customer to the clinic to RTls/STDs. 
(ICCD D R’B special publication No. 94 and published 1999.

‘Women, Reproductive Rights, and HIV/.AIDS: Issues on Which Research and Inten.'entions 
are StiU neetled’ is a paper by Maria de Bniyn (2008). It is a ground rheor}' based research 
output, ll i is  paper describes the main fmtlings from the tvs-’o exercises in relation to 
contraception for women living with Hl\' or AIDS, abortion-related care, legal adoption by 
I llV'-positive parents, and reproductive rights. It concludes with a number of 
reccjmmendations on topics to be incorporated into the international research agenda, pcjlicies, 
and programs in the field o f HlV/AlDS.

‘Conceptualizations o f Sex among 'I’oung People in Malawi’, 2010 {Afriaiii journal of Keproductive 
lieiillh  11 (3), pp. 221-235). Tliis paper explores how young people in Malawi conceptualize 
sex and sexual relations through an analysis (jf  their personal narratives about these 
phenomena. Eleven focus group discussions were conducted with 114 youth aged 14-19 years. 
Participants were asked to describe behaviours, attitudes, and mf)tiv'ations to reduce 
unplanned pregnancies and the spread o f HIV/.AIDS, with appropriate probes to illuminate 
their sexual world-views. The v ârious metaphors that emanateci from the discussions suggest 
that \'oung people in this study take a utilitarian apprc;ach tc5 sex, and conceive it as a natural 
and routine activit}' o f  which pleasure and passion arc essenti;il components. Fuaire research 
and prevention efforts (around sexuality education in particular) would dcj well to incoqiorate 
adolescents' language in programming as tliis can enhance understanding ot the world o f 
young people as well as tlie effectiveness o f inter\’entions addressing problems related to earlv 
sexual behaviour.

‘Reproductive and Sexual Rights; (Charting the Course o f Transnational Women’s NCiOs’, 
Cieneva, June 2000, (Occasional Paper No. 8), is a paper which critically examines the role 
that transnational women’s N GOs played in the 1990s in the creation and implementation (jf 
internationiil agreements related to reproductive and sexual rights. Its focus throughout is 
twofold. First, it explores the multiple ways in which reproductive and sexual rights intersect 
with, and are embraced witliin, a wide range {)f health, human rights, social and gentler justice 
and human development issues. Second, it uses this inquin,' to rethink the comple.K political
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dynamics in which transnational women’s N GOs find themselves, as they man oeuvre within a 
globalizing yet deeply divided and grossly inequitable world.

The paper assesses recent successcs and limitations o f women’s movements as agents of 
changc in the international arena bv focusing particularlv on the work ot organizations and 
coalitions active in die field o f reproductive and sexual health and rights. Building on previous 
research, it analyses the “ fault lines” between reproductive and sexual health/rights and their 
necessan’ economic, social and cultural enabling conditions.

I'he discussion here emphasizes the holistic persjiectivx linking three components: henhh, 
development m d  human rights. Tt also shows how such thinking seriously challenges approaches 
that dichotomize rights and needs, indi\iduals and communiries, bv investigating the necessary 
links, in both etliics and politics, between basic needs anti fundamental human rights.
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C H A PTER FO UR  
Factor Influencing Women’s Health
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CH A PTER FOUR  
Factor Influencing Women’s Health

Women in developing countries are often in poor hetilth and overburdened with work; they 
are tired, most are anemic, many suffer from m:ilnutrition and parasitism and chronic ill health 
from lack o f personal attaint iron and adequate health care especially during pregnancy and 
cliildbirth. According to Internatioiial Committee on Population and Development Plan of 
Acrion (2009) (paragraph 7.3), reproducti\'e health eludes many o f the world’s people because 
o f such factors as: inadequate level o f knowledge about human sexualit}  ̂ and inappropriate or 
poor-quality reproductive health information and services; the prevalence ot lugh-risk sexual 
behaA"ior; ... discrimijiatDr)’ social practices; negative amtvides towards w-omeii and girls; and 
the limited power many women and girls ha\ e over their sexual and reproductive lives.

Adolescents arc particularly vulnerable because o f their lack o f information and access to 
relevant ser\'ices in most countries. CJlder w’omen and men have distinct reproductive and 
sexual health issues which are often inadequately addressed.

In tliis chapter attempt has been macie to find out the major factors which are influence 
peoples health. The socio-economic, demographic, cultural, political, environmental and other 
facts are influenced both male and female health. But some factors are particularly 
repercussion for w'omen health on the basis o f their socio-economic and biological status.

4.1 Biological Factors

.-Vlthough human sexuality- has come to many functions in additit;n to reproduction, its 
biologicd basis remains fundamental to the sexual expenence. Sexual response involves 
psychological processing o f information, w’hich is intluenced by learning, physiological 
responses and brain mechanisms which link the infonTiation processing to the physiological 
response. Although there is much that is not well understood about tliis complex sequence, it 
is understooil that individuals var}' considerably in their capacity for physical sexual response. 
'Fliis variabilit)' can be explained only in part bv cultural factors. The role o f early learning or 
genetic factors, or an interacticjn betw-een the two, remains to be determined by further 
research.

Reproductive hormones are clearly important. I lowever, their role is best understood anti 
most predictable for men and much more complex for women. For example apart from the 
fact that women may expenence a vanet)' cjf reproduction related experiences the menstrual 
cycle, pregnancy, lactation, tiie menopause, and hormonal contraception all ot wliich can 
intluence their sexual lives, there does appear to be greater variability' among women in the 
impact o f  reproductive hormones on their sexualit)’ (Bancroit, 1987). In addition, variations in 
the onset o f puberD,' and menstruation can represent special challenges for girls in some 
populati(jns. 'I'he following table- 4.1 shows how the biological factors intluence women’s 
reproducti^x health.
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Table: 4.1 Biological Factors responsible for W omen’s Reproductive Health
Factors N o 1 %

Menstrual cvcle 30 1 30
Onset o f pubert\' and menstruarif)n 25 25
Lactation and menopause 20 20
Mormonal situation 25 25

Total 100 100

i'ablc 4.1 indicates that about 30“"o o f the couple has mentioned menstrual cycle to be the 
major biological factor for women’s reproductive health whereas 25" o o f Onset o f pubert}’ and 
menstruation 20%  cjf Lactation and menopause and 25"'o o f hormonal situation respecdvely.

4.2 Poverty Situation

More than one billion people, most o f them women, live in extreme poverty. Women are 
more likely to be poor than men and to be among the poorest o f the poor. There is a widening 
gap between the “better o ff poor” and the “extremely poor”. The following photograph 1 
show's the housing o f an extremelv poor family in the sbamoly slum.

Photograph-1: 1 lousing o f an extremely poor family

Poverty o f course affects the health o f even' one, not just w'oman. F.specially verv poor people 
who live at slum area have not enough food or the right kinds o f food, no decent house, water 
supply and sanitation. Not being able to get hedth care w'hen needed, it w’ill operate with 
deadly efficiency to make the situation mere difficult for women. (I’atricia Smvke, 2001) 
Because, the poor women spend more tirne and energy' for cooking food or looking for food 
that they can attord to buy. Usually they ;ire unskilled and uneducated, so they are obliged to 
accept whatever work or occupation they can get. hollowing tables-4.2 and 4..  ̂ show the 
occupational staais ot the male and female respondents to understand their poverty' situation.
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T able:-4.2 O ccupational Status of the Male Respondents
Occupation No %

Day Labor 42 42
Rickshaw Puller 21 21
Small Business 1.3
Ser\'ice 24 1

Total 100 1 100

Tablc-4.2 shows chat 42"/o o f  the male respondents earn their living by day kborer, 21 %  by 
Rickshaw pulHng, and 13% with small business and rest 24%  is scn-ice holders. I'hese figures 
tell again their iUiteracy, lack o f skill ness and empowerment.

T able:-4.3 Occupational Status of the Fem ale Respondents
Type of Occupation N o %

Purely house wife 65 65
Garments worker 30 30 1
Swing 02 2
Small Business 03 3

Total 100 100

'rable-4-'^ shows the occupational status o f female member o f respondents. The major 
portions 65%  are purely house wife, .̂ O" o are gannents workers, and a smaU portion are living 
by sw'ing (2"'o) and small business (.3 %). That means more tlian of majont)' female 
respondents are depend on their male partner. The following photograph-2 shows the nature 
o f work riiat the slum w'omen are engaged in both inside and outside cheir house.

Photograph-2: Namre o f internal and external household activities ot the slum women

'I'he occupational status o f the respondents, in mrn, affects as wx‘11 as determines chcir monthly 
income wliich, in the long run, put impact not only on their health but also their povert)' 
situation. I'he following tables-4.4 and 4.5 show the monthly income o f the male and female 
respondents.
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T ablc:-4.4 Monthly Incom e of the Male Respondents
Incom e (in Tk.) N o %

Bt:Llo\v-20U() 05
2001-3000 20 20
3001-4000 65 65
4001 & above 10 10

Total 100 100

In Table-4.4 (figure-1) the picture o f the economic niarginalitv’ o f the slum ciwclling people is 
confronted in any similar setting elsewhere. Given theix background o f liigh scalc illiteracy as 
well as the lack o f vocational skill, the monthly income tends to be seasonally variable and 
inadequate for bare sunnval. Only 5“ o male respondents have a monthly income o f bellow 
taka 2000. The average income level (65%) is rk.3OO0 to 4000 and 10“ o o f the respondents’ 
income is above 4000.

T able:-4.5 Monthly Incom e of the Fem ale Respondents_____________
Incom e (in Tk.)

Bellow-1000
1001-2000
200 and above

No
67
30

%
67
30

Total 100 100

In Table-4.5 (tigure-2) the picmre o f the economic marginalit)' o f the slum dwelling temale 
people is confronted in any similar setting elsewhere. Cjiven their background o f high scale 
illiteracy (55%) as well as Occupation Stauis (65% house wife); the monthly income tends 
bellow rather than male respondents. Only 3® o female resptnidents have a monthly income of 
taka above 2000. The average income level (65%) is taka bellow 10(J0 and the rest 30“ o o f the 
respondents those montlily income is from taka 1001-2000.

'I'hough povert}' has a direct and measurable imjiact on women’s health, there is another 
condition, i.e. the staais o f women whose impact is equally important. It is a slipperv concept 
to define es]-)ecially in a cross cultural context. Perhaps it is better to define it by example, as 
the International T.abor Organization (H-O) did. \\”omen are half o f the world’s population, 
receive one tenth o f the world’s income, account for two-thirds o f the world’s working hours, 
and own only hundredth o f the worlds properly.

Mere the status means the position or rank in relation to others. It leads to conclusion about 
the right to participate on an equal basis, the right to share in decision-making, the right to do 
things that others do or die. Having no part in family planning decision and in the aUocation 
o f family resources are examples o f stanis related factors that have a profound impact on 
women’s health.

4.3 Dem ographic Factors

Demographic factors affect women’s health in two ways. One is “macro” level impact that 
refers the whole societ)-; and the odier is “micro” level impact that indicates the individual or 
family. .\t the macro level the continuing population growth strains on the environment that 
makes our life more difficult, because the number o f population is gradually increasing. But
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there is no increase in food, water, samtatioii, education and employment opporuinities. So, 
the consequenccs ot these are great on the poor women.
At the micro level, the decision about family size is made by each couple. .\nd the 
oppormnides what they have for the education, employment and others can be one ot the 
tnajor determinations o f a woman’s and her family’s lifelong chances for good health.

4.4 Partner and Other Family M embers

number o f fiUTiily factors are known to be associated with reproductive se.vual behavior and 
the risk o f pregnancy. Specially, adolescents living with a single parent are more likely to have 
had sexual intercourse than those living with both biological parents (Miller, 1998). Having 
older siblings may also influence the risk o f adolescent prcgnancy, particularly if  the older 
siblings have had sexual intercourse, and if an older sister has experienced an adolescent 
pregnancy or birth (East, 1996; W'idmer, 1997). For girls, the experience o f sexual abuse in the 
family as a cliild or adolescent is linked to increased risk o f adolescent pregnancy (lirowning, 
1997; Roosa, 1997; Miller, 1998). In addition, adolescents whose parents ha\-e liigher 
education and income arc more likely both to y^ostpone sexual intercourse and to use 
contraception if  they do engage in sexual intercourse (Miller, 1998).

The cjualit)' o f the husband-wife relationship is also significant. Close, wami husband-wife 
relationships are associated with both postponement o f sexual intercourse and more 
consistent ccmtraceptive use by sexually active partner (Jaccard, 1996; llesnick, 1997).

4.5 Community

Ojmmunit)' can be defined in several ways: through its geograpliic boundaries; through die 
predominant racial or ethnic makeup o f its members; or tlirough the shared values and 
practices o f its members. Most persons, particularly males are part o f several communiries, 
including neighborhood, school or work, religious affiliation, social groups, or sports teams. 
Whatever the definition, community' influence on the sexual health o f those who comprise it is 
considerable, as is its role in determining what responsible or right sexual behavior is, how it is 
practiced and how it is enforced.

The measurable physical characteristics o f neighborhoods and communities, such as economic 
conditions, racial and ethnic composition, residential stabilit}', level o f social disorganization 
and sen’ice availability' have demonstrated associations with the se.xual behavior o f their 
residents-iniriation o f sexual activit}?, contraceptive use, out-of-wedlock cliildbearing and risk 
o f S TD infection (Billy and Moore, 1992; (iradv, 199.3; Billv et al, 1994; Ciradv et al,). An 
understanding o f these characteristics and their impact on individual is important in planning 
and developing sen'ices to improve the reproductive health and promote the responsible 
sexual rights to their own life.

4.6 Culture

A shared culaire basetl either on heritage or on beliefs and practices, is another form o f 
communit\^ Bach o f these communities possesses norms and values about sexuality  ̂ and these 
norms and viilues can influence the sexual health and sexual behavior o f communit}' members. 
For example, strong proliibitions against sex outside o f marriage can have protectiv'e effects 
with respect to S'IT)/H1V infection and adolescent pregnancy (Comas-Diaz, 1987; Kulig, 
1994; Sudarkasa, 1997; Amaro, 2001).
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W'Tien a communiry-defined by its culture—also has mmorirv' status, its members arc potential 
objects o f economic or social bias wliich can have a negative impact on sexual health, 
Economic inequides, in the term ot reduccd educational and employment opportunities, and 
the poverty that often results, has obvious implications for accessing and receiving nccessan' 
health education and care.

4.7 Political Factors

For a long dme there was no recognition to women’s role in development activiries. Hspecially 
their household works including food producing and child minders as there are not tor paid. 
But Kow-a-days, policy makers understood that paid or unpaid work o f women has a great 
contribution to development. Different policies have an irnpact on women’s stams and their 
health directly. There are many policies exisring in rJ-us content such as these f>t Priman.’ 
Health Care (I’FC) wliich illustrates:

• The insistence on making health care accessible to all:
• 'llie  Stress on intersect oral approach.
• I ’he Emphasis on prevention.
• The place given to health information and educadon.
• I'he community participation and responsibility'
• I'he ideal that people can take action to improve their health.

In addition, F I !( ' recognizes the contribution that women have traditionally made to the 
healdi o f their families and communities and calla for measures tf> support them in tlus role 
(Patricia Smyke, 2003).

4.8 Environmental Factors

Environmental factors ha\'e a direct impact on women’s health. Putrida Smyke (2001) identified 
that, if PHC is carried out as intended, women’s involvement in the process can lead them to 
new' awareness o f their own health needs and give them new confidence in their own abilities. 
Photograph-shcm 's the reproductive health facility' in Shamoly slum

Photograph-3: Reproductive Health F'acility in Shaymnly Slum
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Another policy matter uith serious implications for women relates to the availabilit)' ot 
modern health tcchnolog)\ There are dramatic illustrations in the field ot reproducave health. 
In the poorer countries women die premature deaths because o f a lack ot equipment and 
facilides to handle obstetric emergencies. Besides this there are many policy matters related to 
familv planning that make critical differences for women’s Iiealth.

hi Both urban and rural area economically poor women do not get available firewood facilities 
that indirecdy impacts on women’s health. Because o f the scarcity o f firewood they cannot 
cook food properly and so often is not possible to boil drinking w’ater. .\c tliis result women 
face more problems o f water related diseases. Patricia Smyke (200.3) showed that community 
health. Sickness and disease in the developing W'orld can be attributed to unsafe water and 
inadequate sanitation. Following photography-4 shows the environmental contlition o f the 
premises o f Shaymoly Slum.

Photograph-4: Swimming in jioUuted water showing the environmental condition o f the Slum

Because w^omen are usually doing their work water related like as fetciiing water, washing 
clothes, working in irrigated fields etc. Besides this many poor w-omen w'ho W'ork iii the 
factories and industrial establishments may be exposed to harmful chemicals or radiation, with 
grave health risks for themselves and their unborn cliildren. In developing countries, as we 
have seen, good nutririon or malnutnrion is the pivotal factor in many o f the circular 
relarionships among women, health and development. In many niral communides women do 
the major share o f the work to produce the family’s food, as well as carrying the water and fuel 
needed to prepare it.

4.9 H ealth Care Professionals and Available Reproductive Health Services

Physicians, nurses, pharmacists and other health care professionals, often the first point o f 
contact for individuals with sexual health concerns cjr problems, can have great influence on 
the sexual healtli and beha\nor o f their patients. \'et, both couples frequently perceive that 
health care providers are uncomfortable when discussing sexualit\’ and often lack adequate 
communicarion skills on tliis topic ((^roft and Asmussen, 199.' )̂. Tradidonal t\'pically do nor 
receive adequate training in sexual aspects o f health and disease and in taking sexual histories. 
Even then in the study area some health care facilities are available both from the go\ t. and 
non govt, organization and the health care profession;ils do some checkup, particularly of 
pregnant women.
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[n Bangladesh, contraceptive and reproductive health ser^'ices are provided to women and 
men by a wide range o f health carc professionals. These sendees are offered in a variety of 
scttings-private practice offices, N'GCi) clinics, SFIOUJAR HASIII Clinics, publicly funded 
family planning clinics, private clinics, militar)- clinics, Union based health centers, and private 
hospitals. Often, contraceptive scnnccs are integrated with other basic preventive health 
ser\-ices such as pelvic examinatioas and pap tests, and screening for sexually transmitted 
infections. In addition to medical care, counseling or education related to sexual and 
reproductive family health may be provided.

Barriers to obtaining these ser\ices can exist if providers are not conveniently located, are not 
avaHaljle when needed, do not provide (or are thought not to provide) ct)Uhdential, respectful, 
culturally sensitive care, or are not affordable (Forrest and Frost, 1996). Nationally subsidized 
family planning senices have been an important factor in helping many persons overcome 
these barriers and ccjntrol the birth rate. In addition some traditional hearing practices also 
exist in the slum areas where many o f the families have interest and beliefs on these 
practitioners.

In above discussions it is clear that Women's health status is affected by complex biological, 
social and cultural factors wliich are interrelated and can onjy be addressed in a comprehensive 
manner. Reproducti\'e health is determined not only by the qualit\' and availability' o f health 
care, but also by a mixmre o f socio-economic development levels, litest\'les and women’s 
position in society. Above discussions exposed the second objective ot the study and analyzed 
the factors wliich influence women’s health behavior in different ways. Generally, we sec 
povertv' is a leading independent cause and other causes are depending on it directly or 
indirectly. But when the question o f reproductive rights it’s depend on not only individual 
concern but also some socio-economic and environmental factcjrs, especially partner, fatruly 
members and communit\’ manners generate barrier towards established women reproductive 
rights. 'I'he polit}’ o f Bangladesh recognized the reproductive nghts o f women by both legal 
and international conventions/treaties, but the men lead society- o f Bangladesh did not allowed 
women to take a decision o f their reproductive issue, even the men could not recognized it 
(reproducti\'e health) is an issue o f women.
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C H EPTER  FIVE
Findings and Analysis
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Reproductive rights rest on the recognition o f the basic right o f all couples and indivitluals to 
decide freely and responsibly the number, spacmg and timing o f their children and to have the 
informadon and means to do so, and the nghc to attain the highest standard of sexual and 
reproductive health. Thev also include die right o f all to make decisions concerning 
reproduction free o f discrimination, coercion and violenc.

Reproducnve health is a state o f complete physical, mental and social well-being and not 
merely the absence o f disease or infirmit\-, in all matters relating to die reproductive system 
and its functions and processes. Reproductive health theretore implies that people are able t(j 
have a satisf\dng and safe sex life and that they have the capabilit)- to reproduce and the 
freedom to decide if, when and how often to do so. Implicit in tliis last condition are the right 
o f men and women to be infonned [about] and to have access to safe, effective, affordable 
and acceptable methods o f family planning o f their choice, as well as other methods for 
regulation o f fertility' which are not against the law, and the right of access to appropriate 
health-care ser\dces that will enable women to go safely through pregnancy and cliildbirth and 
provide couples with the best chance o f having a healthy infant, 1 lowever, the findings o f the 
study and its analysis is given in the following discussions and data presentation.

T ablc-5.1 Age Distribution of the Fem ale Respondents

CHAPTER FIVE
Findings and Analysis

Age (in year) No %
19 and bellow' 20 20
20-24 30 30
25-29 29 29
30 and above 21 21

Total 100 100

The age distribution o f the male and female members of different households is mentioned in 
the table-5.1 and table-5.2 showing that in the Shamolj Slum among female 20"'o belonged to 
the age grade o f 19 years or below, 30% in the 20-24, 29% in 25-29 and 21%  in the higher age 
grade o f 30 and above.

T able-5.2 Age Distribution of the Male Respondents
Age (in year) 1 N o

20 and bellow 08 08
21-30 48 48
31-40 19 19
41 atid above 25 25

Total 100 100

On the other hand among male member 8%  are aged 20 year or below and the group aged 
between 31-40 years constimte 19%, 41 years above 25% aiid major portion is 48%  aged 
between 21-30 years. It is noted that this major group is new’ly married group and more active 
in reproductive activities.
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Tablc-5.3 Educational Status of the cm ale Respondents
Status N o %

Illiterate 55 55
Primary 43 43
Secondary' (\'i-ix) 12 12

Total 100 100

The educational level o f the reaches slum area under study ot temale respondents is 
predominandy illiterate and ]:>rii'nan- school at best. These are the presented in table-5.3. The 
major portion (55%) has not been enrolled in even primary’ level educadon and 43%  got 
primary- level educadon. Only a marginal portion (12%) is crossed to the seconckn- level.

T a )le-5.4 Educational Status of the Vlale Respondents
Education No %

Illiterate 43 43
Prim an" 31 31
Secondary- (vi-Lx) 24 24
S.S.C 02 02

Total 100 100

The educational level o f the reaches slum area under study o f male respondents is 
predominandy lunited to primary' and secondary' school at best. I'hese are the presented in 
table-5.4. The major portion (43%) has not been enrolled in even primary  ̂ level educadon, 
shows 31%  o f male got primar\’ and 12 %  entranced to secondary level education. Only a 
marginal portion (2“'o) is crossed to the SSC level.

Table-5.5 Past Residence Location
Status No %

Another Slum 20 20
(^\vn Village 67 67
Other Town 04 04
By Born 09 09

Total 100 100 I

Table-5.5 (figure-3) pro%idc e\idence tcj the c^bser\'arion made bellow. It seems that 67% of 
the families have migrated from their own village. Other families (20'’ <i) have slufted here from 
anotlier slum and share the same background. The remiiining families are born in other places. 
The common causes o f exodus o f uiral people to urban places arc river erosion, landlessness, 
natural ciilamiries, and lack o f oppormmt^- for a source o f income.

T ahle:-5.6 Distribution of the Male Respondents According to District
N am e of the District No %

Comilla 34 34
Brahmanbaria 32 32
Koakhali 12 12
Netrakona 04 04
Barishal 14 14
Mymensing 04 04

Total 100 100
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I'h c place o f origin o f the slum dwellers are shows in the table-5.6 (figure-4). About one tliird 
o f the male respondents have migrated from Coinilla and another one third frorn 
Brahmanbaria. 12"<i came from Noakhali, and rest 4%  are accordingly trom Netrakona, 
Barishal and Mvniensiiig.

Table-5.7 Reasons for Shun Dwelling
Reasons No %

There was no scope o f work in village 55 55
For better Life 12 12
N o wealth in village 08 08
River erosion 06 06
Bv birth 19 19

Total 100 100

Table-5,7 (figure-5) shows the reasons for migration where a number o f factors were reported 
wliich is landlessness OS" o, causes for river erosion 06%  and lack o f employment opportunities 
in village 55" o.

Table-5.8 Type of Dwelling House
Type of Houses No
Katcha 55 55
Semi-Pacca 39 39
Pacca 06 06
Total 100 100

The life st%-le o f their sunx-y area is reflecting in the table-5.8 and table-5.9. In table 5.8, most 
o f the people (55° n) o f this slum are li\ ing in katcbd house. About 39" o are living in semi pacca 
and only 6" o brick built house.

Table-5.9 H ouse Rent
Taka N o %

Bellow-500 45 45
501-800 10 10
8001-1200 42 42
Own house 03 3

1 Total 100 100

Table-5.9 examines the rent;il cost involved in slum hcnising. 45% houses are rented on taka 
bellow 500 basically this arc Kukha house, 10" o house are rented on taka 501 to 800 this are 
new made Ka/dkf house, while a significant number (42" o) can afford to spend an amount o f 
800-1200 for dwelling, this houses are sem/ pacai and only -3“'n live in their own brick l̂ uilt 
house.

Table-5.10 N ature of Latrine
Nature of Latrine No %

Open Space 55 55
]% 35 35
Safet\' Tanks 10 10

Total 100 100
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I’ahle-S.lO shows the natunil o f latrine usually the slum dwellers under study, most ot the 
houses are predominanriy dependent on the use o f unsaiiitan' latrines where 55" o use space 
and 35%' pit, which are bv nonnal health standard. Only a few numbers ot families 10% arc 
found to have access to quasi-sanitary latriiics.

T a blc-5.11 Age at M enarche of Women
Age (in year) No %

11 03 03
12 19
13 24 24
14 41 41
15 11 11
16 02 02

Total 100 100

Table 5.11 (hgure-6) reveals that the age at which menarche occurs depends on varying factors 
like climate, environment, dietary- habits, and to some extent tlie biological predispositions. 
The present snidy hints that the age at which meniirche occurred varied betu-ecn 11 years age 
(3“ 'd )  to the maximum age o f 15 years (11%)- Nonetheless, 41%  ot the females under smdy 
experienced menarche at the age o f 14, next following by those aged 13, (24%i) and 12 (19'^b),

T a ble-5.12 W om en’s Age at First Marriage
Age (in year) No y»
Bellow-14 12 12
15-17 51 51
18-20 26 26
21 and above 11 11
Total 100 100

Table-5.12 (tlgure-7) shows the women’s age at first marriage. In study o f slum area most ot 
the women are (51“ o) marriage at the age range o f 15-17. The average 26“/o ot the women in 
the slum are marriage in the vear 18-20. In this study area 12% marriage took place at 
childhood and only 11%> are in the year 21 and above.

Table-5.13 Age of the Respondent when g ave Birth to H er First Child
Age (in year) No %

1 5 : 1 7  ■ 60 60
18 - 20 31 31
21 -23 09 09

Total 100 100

Table-5.13 shows a woman the birth to her tirst child- 60" o o f the female respondents have 
gave birth to their tirst child during the age 15T7, 31 “ 'o and 09" o respectively have given birth 
to their first child in die year 18-20 and 21-23 respecdvelv.
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T a ble- 5.14 Age of the Last Child
Age (in days) N o %

0-45 10 10
46-90 11 11
91-1.35 39 39
136-180 40 40

Total 100 100

Table-5.14 shows age ot the last cliild o f a woman in suidy area, 10% o f last cliild age is 45 
days and 39" o o f last cM d age is 91-135 days. The highest 40% o f the last child’s age was 136 
to 183 days.

Tab e- 5.15 Birth Spacing between Last Two Child
A g e  (in year) No %

Bellow 2 15 15
2-3 38 38
4 23 23
KV A 24 24

Total 100 100

I’ovem , illiteracy, early marriage and lack o f health concuss are more effective tor the spacing 
between last two child. Table-5.15 shows 15% o f the female respondent’s birth spacing 
between last two cliildren is bellow 2 years. 38%  with 2-3 years spacing bervveen last two 
cliildren. 23%  are for 4 years and the rests 24%  have mentioned notliing.

Table- 5.16 Total N um ber of Children
Num ber No %

1-2 55 55
3-4 28 28
5-6 17 17

Total 100 1 100

The total number o f children in family is noted in the table-5.16. 55% ot the family have 1 or 
2, 28” 0 have 3 or 4 and the rest 17% o f the family have the total 5-6 cliildren respecdvely.

T a 3le-5.17 Fam ily Planning Method status amotig the Respondents
Status No "/o

Past 26 26
Present 25 25

Did not received 49 49
Total 100 100

Table-5.17 shows the status o f faniily method among the respondents. In past both male and 
female respondents (26%) had received family planning method but at present only 25%  have 
taken this planning due to lack o f education and aw;ireness. 49% didn’t take any family 
planning mediod. 'I'hev tlilnk that child is a god gifted asset, why we arc taking family 
planning.
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Tab e-5.18 Current use of Contraception am ong the Respondents
Status No %

User o f FP 25 25
Non user o f FP 75 75

Total 100 100

'l’ablc-5.18 shows that among the hiniily ot'the slum 75“ o o f the respondents didn’t used the 
contraception. They even did not want to know why to use tliis method. It happens ncjt only 
due to lack o f knowledge, also some male sexual fantasies are manipulated them for not taking 
anv family planning plan. But only 25%  o f the respondents use tliis method.

Table--5.19 Distribution of contraceptive users method usee
Methods No %

Pill 05 25
Condom 04 20
Inject able 07 35
lUD 01 05
Norplant 01 05
Tubectf)mv 01 05
Kobirazi (traditioiiiil). N o method used 01 05

Total 20 100

l'ablc-5.19 (figure-8) limited couples iiave adopted f;imily planning (F-'P) method; the use of 
inject able method is restrictetl to 7 couples (35%), the use o f pill to 5 adopters (25%), and 
Clondom to 4 families (20“'o) and only 1 couple (5%) is used N'oq:>lant method. It shows chat 
males are not interested to take any FP method; they (male) influenced their temale partner to 
use any FP method. These data indicate the lower response o f the proportion o f inten'iewed 
families to the intensified program o f population control program in the slum sub-culture.

T ablc-5.20 Reasons for not using Contraceptive
 ̂ Reasons N o %

Physical discomfort 20 2.3.51
I'o  have baby 10 11.76
Flusband opposed 20 2.3.55
Pcjstpartum amenorrhea 25 29.42
Breast feeding. No contract 10 11.76

Total 85 100

VIcthod

The family respondents cited the foUowing causes for non-adoption o f contraception in table- 
5.20 (figure-9) 24%  o f the mothers are not using î ’P methods deliberately in order to have a 
baby, postpartum amenorrhea is 30%, opposition o f husband is 24" o, physical discomforts 
associated with the use o f contraception is 24” o and breastfeeding is about 12%.

Table-5.21 Future Status of FP  M ethod
Status No %

Future 20 33.33 1
Yet not decided 20 33.33
No intendon 20 33.34

Total 60 100
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The data in table-5.21 points out that more than one third o f the female respotidents (33.33“ a) 
are not at all interested to be user o f FP in future and desired to be reproducdvely active in 
tiiturc years. Bur 33.33" o o f them expressed their intent to be users o f FP in the future and 
anodier 33.33% o f them are yet undecided about their course o f action in this regard.

Table-5.22 Future use of Contraception_______________ ________
Methods

PiU
Inject able
lUD
I'ubectomv
Kobiraji

Anemia

N o
25
20
05

03
60

%
41.67
33,33
08.33
11.67
05.00
100

Among the inter\’iewed females their knowledge o f family planning methods is ver\’ high, as 
indicate in table-5.22. The non user respondents could mention the name ot methods such as 
pill; inject able method, lU D  and tubectomy. I'he respondents categorically expressed their 
opinion about their choice o f preferred metliod in later period which include pill is about 42%, 
inject able method is 33 “ o, aibectomy is 11.67% and 11 j D is 8.33%.

Table-5.23 Discussion of Family Planning Methods with Husband
Status No %

Yes 82 1 82
No 18 18

Total 100 100

These are indicating o f sharing v'iews on contraception use with their husbands. 'I'able-5.23 
shows that 82%> o f the total respondents involve in exchanging \aew'S with their husbands with 
regard to the use o f contraception methods. '11115 suggests the nature o f mutuiil decision 
making among the partners in fertility' regulation. Most o f the respondent said that the 
ultimate tlnal decision about contracepdon method was taken by their husliand.

Table-5.24 W hether the decision of pregnancy taken jointly by the couple
Response No %

ves 70 70
No 30 30

Total 100 100

Table-5.24 shows that 70%  o f the sur\'ey couples did not share the decision about planning 
pregnancy before it occurs. Onlv 30%  are concerned about sharing the decision about 
pregnancy. It reflects that both husband and wife felt die necessity' about discussion among 
themselves w^hether they want a babv or nor, There is an increase in realizaticjn for joint 
decisifin about pregnancy which indicates a good husband-wife communicarion development 
in the study area.
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Table-5.25 Additional Food during Pfcgnancy
Status No %

Yes 35 35
No 65 65

Total 100 100

In the state ot pregnancy reqiiirt-s additional intake o f food than what is consumed in normal 
condition. It is necessarv' for proper development o f the baby in the womb needs to be 
nourished from mother’s nurritional intake. Table-5.25 reveals that the majorit}’ o f the 
pregnant women depended on normal foods during pregnancy. Around 65“ o pregnant mother 
believed that there is no need to intake protein-nch food during pregnancy. Flowevcr, the 
emphasis is given on rhe casual consumption o f vegetables, seasonal fruits and eggs by the 
respondents. Their socio-cconomic and family structures are not allowing them to take extra 
nutritional food, even they want. Litde number o f respondents argues tliat during pregnancy 
thev ha '̂e taken extra food, but other members o f their husband family through reddish 
comments. This time they suffered psychologically. I'he respondent added that about halt of 
the newborn babies are identified as low weight children in their slum. This occurs primarily as 
a result o f mothers’ proper nutntional state during their pregnancy

Table-5.26 P attern of Utiiizatioti of Adequate Rest during Pregnancy
Pattern N o %

After middy meal 26 26
Whenever felt discomfort 25 25
whenever felt fatigue 49 49

Total 100 100

Table-5.26 shows that in sur\-ey area 26%  rjf the pregnant women rook rest after mid-day 
meal, 2S%  hold that the resting hour when they felt discomfort and 49%  of pregnant woman 
rest wheneA-er they felt fatigue and which forced them to leave bed Httie later than their nonnal 
habit. The behavioral pattern regarding restriction o f movements during pregnancy reflects 
their own explanation based on perceptions, belief system o f human reproduction and relates 
it with body meclianism to iianire.

T ab le-5.27 Sharing the Household activities by the Husband at Wife’s pfcgnancy
Response N o. %

’̂ 'es 11 11
No 89 89

Total 100 1 100

Table-5.27 shows that 89%  husbands did not share the burden o f household wrjrk during this 
critical stage o f dieir uives. I'he study revealed that female respondents arc aware ot their 
simation and take measures according to their ability than male. Majorit)' ot female 
respondents said that their male partner feel uncomfortable to help them in household work, 
particularly after new marriage.
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Table-5.28 Pattern of Ritual Performed during Prcgnancy Period
Rituals N o. “/o

Stasher 85 85
Milad mahfil 11 11
Musical Program 04 04

Total 100 100

l'able-5.28 indicates that abour 85% o f the females under smdy performed ttiis ntual at the 6th 
month o f the pregnancy. Apart from this, about ll® o females arranged milad mcthfil for safety' 
o f the pregnant women during cluld delivcn^

T able-5.29 Complications Faced  during Pregnancy
Response No. %.

\'es 29 29
No 71 71

Total 100 100

Table-5.29 shows that the study area 71%  o f the female did not face any complication during 
pregnancy period but onlv 29% women faced a litrie or major complication when they were 
pregnant. Pregnancy and cliildbirth-related complications constimte the leadiiig causes o f 
maternal morbidity and mortality' in slum o f Bangladesh. Findings obtained trom FCiD 
indicate that women have limited knowledge o f life-threatening complications o f pregnancy. 
In FG D  few female respondent argue that some time they felt some compUcation during 
pregnancy period but their male partner and other family members could not recognized its as 
a problem, also they suffer serially.

Table5.30 Types of Complications Faced  during P re ^ a n c y
Complications N o. %
Bleeding during pregnancy 3 10
Oedema 10 34
Severe V'omiting 9 31
( ’onvulsion 2 7
l.eaking membrane before deliven- 2 n

Anemia 3 10

Table-5.30 (tlgure-10) shows that following symptoms appear to be important in the smdy 
area: bleeding during pregnancy, oedema, leaking membrane before deliver}', convulsion, 
severe vomiting and anemia. During pregnancy about 10% fem;iles have faced bleeding, about 
34°'o faced oedema, 31 % j  faced severe votniting and 1 0 %  female have suffered aneinia.

Status No. "/u
Sought AKC 49 49
No. ANC 51 51
Total 100 100

Table-5.31 show that the more dian half o f the mothers (51%) did not receive any antenatal 
ciure (ANC) and only 49%  mothers received antenatal care during pregnancy period. Findings
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obtained from field indicate that those women’s who arc not received ANC', but they take 
some tips from Allopathic Quake, Koh/ra^ov Religious (lleric.

T able-5.32 Pregnant M other who took 1st Antenatal Check-up
Stage No. %
1st three months (1st Semester) 20 20
4-6 montlis (2nd Semester) 42 42
7-10 Months (3rd Semester) 38 38
Total 100 100

Table- 5.32 shows that in die study area only 20%  ot the pregnant women took antenatal 
check up in the first semester o f their pregnancies, while about 42“ o received ANC check ups 
in the second semester, and most alarminglv 36% o f the women had same at the last semester 
just before cluld deliver)'.

T ablc5.33 Tim e of Antenatal Check-up during Prcgnancy Period
Tim e
One time
Two rimes
Three times
Four times anil above
Total

N o
42
34

%
42
34

18

100

18
12
100

In table-5.33 indicates that 42%  o f the mothers received only one ANC \-isit and 34" o had two 
ANC checkups. Only little, more than one third o f the pregnant women (18%) complete three 
visits. The portion o f those who had 4 ANC visits is restricteil to only 6" u. Most o f the 
respondents said that basically due to economic stauis they can not go ANC] checkup more 
rimes. .And some times they could not motivate to go ANĈ  because o f negative manner of 
other family members.

Table-5.34 Last Antenatal check-up Taken be ore Delivery
W eek No %
Witiiin one week 16 32.00
Within rvi'o weeks 03 06.00
witliin four weeks 17 34.00
Five w'eeks and above 14 28.00
Total 50 100

Table-5.34 shows the dominant pattern prevalent among the sur\’eyed families is reflected in 
the avoidance o f getting crucial ANC test in the last 3 weeks before the expected deliver)-. 
About 34"'o o f such women at ad\'anced level obtained the last ANC check up six weeks Ijack 
prior to their deliveries. Those who completed ANC' test 3 wxeks ago account for 28“ o o f the 
women. The proportion o f the women who obtained AN Check up witlun 2 weeks time is 
veiT,' low approaching 6% and visiting one week ago only 32%.
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T ablc-5.35 Reasons for Vaccination duting Frcgnancy
Reasons No y„
vaccine protect women against pregnancy 46 46
(iliild may die in the womb if  vaccine is nor given to pregnant 
mother

16 16

Women dt) not become ill if vaccine taken 23 23
vaccine is given for a healthy baby 6 6
No idea y 9

In table-5.35 a close examination o f the perception o f the women subjects depicted that the 
lay notions o f the women about the benetits o f immunisation are: vaccine protects women 
against tetanus which is 46%  vaccine minimizes the risk o f iUness among women is portion 
23%  and (-liild remains safe in the womb if  mother is vaccinated is lf)%.

Table5.36 Reasons for not taking Vaccine during Prcgnancy
Reasons N o %
Due to fear vaccuie was not taken 06 27,27
Vaccine hanns the babv in the womb 04 18.18
Vaccine was not available 05 22.73
\"accine brings about physical weakness 07 31.82

'rable-5.36 hows that 6 women did not received immuni7.ation. They did not take vaccine due 
to tlie fear o f being hurt as a result o f injecdon (27.27%), the suspicion that vaccine harms the 
babv in the womb is lE.lfi^ i), vaccine bring about physical weakness o f portion 22.73“ o and 
non availabilit)' o f  opportunit)- for vaccine in the locality' is as 31.82%.

T a ?le-5.37 Husband Accom panicd Wife for ANC Chcck-iip
Response No y»
. Vccompanied wife 14 14
Husband not accompan\'ing 86 86
Total 100 , 100

From the respective data displayed in the table-5.37 it is obser\'ed that in case o f 86% ot visits 
for .ANC' check-up, the husband did not accompany their wives to the health centre or clinic.

Table-5.38 Reasons for not Accom panying Wife during ANC Visit to Health Center

Response No %
W'ife can visit alone 32 37
Husband docs not know much about .\N(] 17 20
1 lusband remain busv with other activities 28 33
It is embarrassing to go with wife at pregnant state y 10

The table-5.38 shows that Various reasons were given by the male respondents for failing to 
accompany their wives in such important matter, such as (a) males kncnv Little about ANC is 
20“ 0, (b) Husbands have other works to do is 33%  and (c) such matter is embarrassing for a 
man to facc is 10%.
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T ab le-5.39 Decision making pattern: Place of stay during 1st chiUl birth
Place
Husband Residence
W'omcn’s farhcr residence

No
39
61

Total 100

%
39
61
100

A characteristic behavior pattern for choosing father’s home as the place of first cluld deliven' 
springs from several considerations. In depth discussion yielded some clues to the tact that the 
deliver)' the presence o f close kin’s particularly o f her mother reassure the confideiice o f the 
pregnant woman. decision in which husband’s view predoniinates. Table-.5.38 amply briiigs 
forth that 61%  o f the childbirth take place at husband’s residence and 39% in wife’s paternal 
house. Findings show that husband plays the decisive role in the selecrion o f place where the 
child deliver}- took ]ilace. In the study area, almost aU tlie deliveries took place at homes 
attended by the traditiona! birth attendants and while only few delivenes were conducted by 
paramedics, nurses or doctors at the governmental healthcare centers or kjcal B1L\C deliven  ̂
center.

-5.40 Types of Complications faced after Child Birth
Types of complications N o. %
Fever more than 3 days 05 23.81
(Convulsion 05 23.81
severe bleeding 07 33.33
Smelly vaginal discharge 04 19.05
Total 100

The nature o f complicarions confronted by mother after childbirth is as identical as obser\"ed 
elsewhere shown in the table-5.4U. Out o f 100 female respondents 21%  faces complicarions 
after childbirth. Thev include contmual fever for tliree days about 23.81%, convulsion about
23.8 severe bleeding about 33.33%, and smelly vagmal discharge about 19.05%). It is 
essential that the mothers need to take postparaun rest following childbirth for a considerable 
period o f time.

T ab le-5.41 Responsiveness about exclusive Breast Feeding Status
Status N o. %
Yes 71 71
No 29 29 

100 “Total 100

As per the data presented in table--S.41 a posirive sign is that about two third women (71%) 
tend to practice full breastfeeding. Normally, from scientific standard, breastfeeding should 
conriiiue for at least 3 years. Contrarily, the slum mothers tend to being feeding supplementar)’ 
food to their children side by side with breastfeeding is 29%. It has been obser\'cd that the 
knowledge on the high nutritional value o f colostnims milk among the mothers is somewhat 
absent. There is a wide misconception that such milk is not smcable being impure in its 
substance, which is t^uire wrong. It has protective resistant power to enable the newborn child 
in gaining biological immunity' against many infecrious diseases.
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Tab c-5.42 W hether Father Attended the Sick Child
Status N o '/o
Attended 09 26.47
Not attended 25 73.53
Total 34 100

I'he atduide ot rhc male household heads in the udlixation o f available health care facilities in 
the communit\- particularly for tlieir \,vi\'es and infants seem to be yet a matter o f great 
concern. As tablc-5.42 unfolds, about 73.53‘'-o o f the male household heads failed to turn up 
with their sick children to the health centers. Mc ŝt often, it is the mother who perfomis the 
responsibility to look after their sick offspring as well as dieir treatment.

T ab lc-5.43 Knowledge on H IV /A ID S_____________
Status

\'es
No
Total

Male
No
73
97

100

73
27
100

Fem ale
No
62
38
100

62
38
100

An inquin' from the respondents demonstrated that 73% o f the male and 62“ o o f the female 
respondents possess no knowledge o f either AIDS or IITV shown in the table-5.43 (figure-11). 
'I’lois calls for urgent health education about the danger posed by unregulated, unsafe, and 
promiscuous sexual life among the slum dwellers. This is more important, it is the slums that 
may be quick recipient o f such sexual transmitted diseases in future.

The socio-economic positions and male dominant socieD.' structure o f urban slum in 
l^angladesh could not give access tf) women in decision making process ot reproductive issues. 
In the stud}' area we see that rhc majority' o f the women’s occuparions are housewife and they 
are ;Uso illiterate and inigrate from outside Dhaka. For tliis reason they are completely depends 
on their male family partner. In case o f their economic condidon the female member can not 
purchase any he-alth related prrjducts (like-tiiedicine, pill, condom, etc.) or sendees 
independendy. Rven they can not go health centre without dieir male partner’s pre-appraisal. 
So, socio-ecc;nomic and family manner some rimes make barrier to established women 
reproducdve rights in individual family life.

( )n the other hand we see in the study area, the female who got access in decision making 
process they are occupied in service and got some primar}- or some secondary educarion. So 
women empowerment is dso play a crucial role in establishment o f women reproducdve rights 
and sound health. In FCil!) tliscussions, most o f the couples said in their first conceive they 
can not discuss or plan before it occurs. 'I’hev believe that it’s a natural process and male 
partner decide he want a baby or not. We analysed the demograpliic data o f this segment and 
we find that their age group is late twenty'; also they are totally illiterate and housewife. Ikit a 
small portion o f  respondents said thev discussed the issue and take a plan before conceive. 
Those ages rage is late thirty and they having more than one child and or also they have got 
litde bit priman' or some secondan- educadons. Its seem to say tliat if increased the w-omen 
education, economic status and empc)W'emient, the reproductive rights and sound health 
should be established smootlily. It noted that poor Sexual Reproducdve Health (SRI I) is a 
source o f enomious suffering for slum people o f the Dhaka cit\' as well as millions ot the 
w'orld's poorest people. It accounts for a high proportion o f the global burden o f ill health,
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particularly for reproductive age women both in urban ad rural setting. "S'ct it is a largely 
invisible burden in many countries. In Bangladesh, despite two decades oi'” sustained effort, 
progress on improving SRI I has remained slow and SRH rights arc often not understood or 
remain unrealised in practice. As well as being a denia o f human rights, denial o f SRI 1 and 
rights affects physical security’, boiliiy integrit}-, health, education, obilit}', and economic status.
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CHAPTER-SIX
Conclusion and Recommendations
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The reproductive rights o f women arc advanced in the context o f the right to freedom from 
discrimination and the social and economic status o f women. Cxmtrol over reproduction is a 
basic need and a basic right for all women. Linked as it is to women's health and social status, 
as well as the powerful social strucuires o f religion, state control and admimstradve inertia, and 
private profit, it is from the perspective o f poor w-omen that tliis right can best be understood 
and affirmed. Women know that childbearing is a social, not a purely personal, phenomenon; 
nor do we deny that w'orld population trends are likely to exert considerable pressure on 
resources and institi.mons bv the end o f tliis centurv. But our bodies have become a pawn in 
the struggles among states, religions, male heads o f households, and pnvate corporations. 
Programs diat do not take the interests o f women into account are unlikely to succeed

Attempts have been made to analyse the socioeconomic conditions that affect the realisation 
o f a woman's reproductive rights. ITie tenn reproductive justice has been used to describe 
these broader social and economic issues. Proponents o f reproductive justice argue that wliile 
the right to legalized abortion and contraception applies to every'one, these choices are only 
meaningful to those with resources, and that there is a growing gap between access and 
affordabilit}'.

A human rights approach is a powerful tool in the fight to save women trom Alyne’s fate; it 
holds governments accountable, places women’s health and well-being at the center o f efforts 
to reduce maternal deaths, and empow'ers women to defend their right to maternal health, h'or 
this reason, leading human rights and public health advocates from around the world launched 
the International Initiative on Maternal Mortality and Human Rights in 2(107. Tliis initiative, 
the first o f  its kind, urges poUcvmakcrs, donors, aiid activists to tackle maternal health as a 
human rights imperative.

Women's disproportionate poverty, low social status, and reproductive role expose them to 
high health risks, resulting in needless and largely preventable suffering and deaths. Many ot 
the W'omen and girls w'ho die each year during pregnancy and childbirth could have been saved 
by relatively low-cost improvements in reproductive healthcare; yet liigh levels o f maternal 
mortality persist. The benefits o f eliminating the harmful and painful practice o f female genital 
mutilation are easily demonstrated, yet it persists for cultural and traditional reasons. And a 
large proportion o f abortions, some resulting in death and injury', wc;uld be avoided if w’omen 
and men had acccss to safe, affordable and effective means o f contracepdon.

Women's health stams is affected by complex biological, social and cultural factors which are 
interrelated and can only be addressed in a comprehensive manner. Reproductive health is 
determined not only by the quality and a\ ailability o f health care, but also by socio-economic 
development levels, lifestyles and women's position in societ\'. In fact, the International 
Federation o f Gynecology and Obstetrics asserts that improvements in women's health require 
state action to correct injustices to w’omen. In its 1994 World Report on Women's I ledth, the 
Federation states that wcmien's health is often comproinised not by lack o f medical 
knowledge, but by intringements on w'omen's human rights.

The principle o f liberty is key to notions o f ci\^ and political rights, while the principle o f 
justice is key to notions o f econfjinic and social rights. The principle o f equality is an
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overriding one. Questions ot distributive justicc arise in relation co the tragic economic choices 
that go to the fair allocation o f scarcc resources and the setting o f priorities, and here we often 
find discrimination against women in the low priorit}- given to their special sexual and 
reproductive health needs. But many o f the issues raised by this paper go to the attitudes o f 
policy makers and o f health care providers in relation to their clients, and to the fundamental 
notion o f respect for human dignity and the right to reproductive autonomy, which arc not 
essentially a matter o f economic cost.

The discourse o f human rights does not pro\tide any ready made answers to the [problems and 
dilemmas that arise in any given context. Human rights arc not absolute values in the sense 
that they trump all odier considerations. Indeed, in some instances the rights o f one person 
may be in conflict with the rights o f another. But rights are absolute in the sense that they 
must be taken into consideration and balanced against other interests. In making and 
implementing law and policy, and in the delivery o f sennces, the rule should be that violations 
o f human rights may be justified only as measures o f last resort; after all other possible means 
to achieve desired goals have been exhausted. Wliere several measures present themselves as 
comparably effective, there should be preference for that wliich is the least detrimental 
alternative in terms o f its effect on the enjoyment o f human rights. The process o f deliberating 
among possible alternatives in terms o f their effect on human rights, increases our sensitivitv- 
to the comproinises we make in realit)' while aspiring to an ideal world in wluch human dignity' 
is the paramount value.

Recom m endations

1. Increasing Public Awareness o f Issues Relating to Reproductive Rights and Responsible 
Reproductive Bcha\tior. In tliis case-

• Reproductive health education can be provided in a number o f venues-homes, schools, 
mosque, other community settings, but must always be developmentally and culturally 
appropriate; and

• Taking knowledge level and emotional capabilitA' to discuss sexuality issues o f different 
families, equin  ̂ o f access to information for promoting sexual health and responsible 
sexual beha\tior, is a vital component o f community' responsibility'.

2. Providing the Health and Social Inrer\'entions Necessar\' to Promote and Fnhance
Reproductive Health and Reproductive Rights. In this case folkjwing measures can be 
generated-

• Elurunate disparities in sexual health stanis that arise from social and economic 
disadvantage, diminished access to information and health care sen'ices, and stereotyping 
and discrimination;

• Improve access to sexual health and reproductive health care ser\’ices for all persons in 
all communities;

• Pro\-ide adequate training in sexual health to all professionals who deal with sexual issues 
in their work, encourage them to use tliis training, and ensure that they are retlective of 
the populations they ser\'e;

• Encourage the implementation o f health and social inter\'cntions to improve sexual 
healdi that have been adequately evaluated and shcAvn to be effective;

• Ensure the availabilit\' o f  programs that promote both awareness and prevention o f 
sexual abuse and coercion; and
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• Strengthen families, whatever their strucnirc, by encouraging stable, committed, and
enduring adult relationships, particularly marriage.

3. Investing in Research Related to women 1 lealth and Disseminating Findings Widely.
Following measures are thought to be impcjrtant-

• Prf>mote basic research in human sexual developinent, sexud health, and reproductive
health, as well as social and beha\-ioral research on risk and protective factors for 
reproductive health;

• Dissemination and evaluation o f educational materials and guidelines for sexualit}'
education, covering the full continuum o f human sexual development, for use by 
parents, clerg\̂ , teachers, and other communir\- leaders; and

• F’xpand evaluation efforts for commiinit}', KCiO and clinic based inter\ entions that
address reproducrive health and rights.

r
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Figurc-11
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Annexure-2
Questionnaire

jTTST g .......... .................. ..................^  I
-sr?^  TTfsr %--------------------------------- -«Tn^

i I t̂TW  'iflftfe
I f% ?

0  I WT’ R H  '3 il5 lf l •TTST1% ?

8  I 'o iT 'W ra  ?

(t I i w  f ts  ? ^ )  -55# ^  ’ if) C ^  n )  ’Sf) A lH jH )

<Sj I C ^  G J % «  <}»<1Cfe:̂  ? ^ )  f ^ r g ^  -sf) ’ T) i i w f w  ’̂ r) $ )  ̂ ST^TTW

 ̂ I ’SJT'®lf̂  '51^ Ĉ H f^? ^ ) R>  ̂<PW ■’f)
2 3 fs i^  ^ )  W R IT /P T  'fr )  % * f  $ )  5 )  ^STfflR I

br I " s n f ^  W R I

s> I sf̂ 'T ^ ) W T 'sf) c5Tfsr ’ Tm ^) ^rm
io  15Tn%^ ŝ ‘̂=T s MntS-̂  'sf) ? tt?,  ̂n) ̂ ) c ^
1 i  I ' l f^ < l l ( , ’Sl *Jl'!ll <1'.D^IW iX)^ <lfai(.\s <P !^PT ■^<ic,^*i CTfS’ '3T?.’5lTT <p'®'5t'< ?

I (s m )  ^  r̂n f̂ ?
' f '  io  I ?

i 8 I sf?rsr wi?3l? 'I?  ?
i  ( f  1 t ^ iB  '^ 'D  'srPT ?

i- i )  I <l6t>l<l ^ t w r a  ^?W T?" ^(5^ ? 2 R T 9 W  ^

i  H I f%  <TsXTiI^ ^Te<rS t ^ )  % T ^

ib r  I ^JT ̂ IW ^ l  ̂ '» < l's l ? ^TPT

iS i I W 5 T IW  C ^  ’ f f l ^  < # W T H

^ ) ^  '̂ f) «fRf? ^  n) ’ST) ?ITr  ̂®) ^) ^5fT^
^ O  I f^ ? ll^ '» « l( .< l <5|<1 Î<1 <P<1C?'< f% ?  ^ )  % T ^ )

1 c*i»i<iM c ŝ̂ T '̂rafe ■£r®t <t>c<!(.?*i ?
^ ) '&^W5 ^) "̂ fiT (?W F ^) ^^1^ ’̂ I)

 ̂ I <)'o'ijiw c ^  ^  w  w n  f% ? ^ ) W R  t̂r: ^  *Tf*tm ^)
'oiT^ n) *n ft!w  ^srgfw ^) ’ rr^5f1%fe t o  ^  «) *#?r ^) >5*? ^'Sim?ro

Cl'S I o!«)c'« ^  ^ ) ̂ ) n) ^  ^) ©) w m  5 )

^ 8  i «r-\sf^'H < i)< ^ i^ i

:^Q- I « r< !^JC '»  C ^  < r r ^ W ^  "SfTC^ % ?  ^ )  ^  ^ )  ^ )  ? f e  ’fT) ;s )  ^ )

I ’ f f ^ W T T  5fR;«f W n - iT  W W n  f ^ ?  ^ )  ^  'sf) ^

:̂ '=̂ I ^  ?̂rft<r ?̂nw «m?rr^/<i^r5P<5n w = r ^ ?
: ^ v  I ^  n « < l!T # *T  4r«1C?JC^H 1%? ^  ’ if) ^

citii I ^  c^sM c«n:  ̂^  (THT ^ ) >i!J?fef's ^) ^TT.f ,̂Ri£i7r. 's itu  n)
T̂pf

00 I W iT  ^  c®#r5ift^ ^  iTPf c*i  ̂^  c ^  ^  ?̂r?T
C5f  ̂ j]^e, r̂*PT 7fi:5F c^
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1 <p?if5 .1̂ .1̂  fs7;?ic^?
^ ) ^  '̂ r) i  cm\ n) -5. c®r^ ^) o

I w<j îy ^ ’ RTc  ̂ '̂ ih h  (TT'eTrr w % r  f%? ^ ) trr •‘i) r̂r
s5\o I f% t̂ ĉ*f̂ /<iivsfi) sTRw (7<tonr ?̂

S fiTgfsps "sJTWSî r̂f
08  I w ? r  f%  t%  -«n?T^ < - - « r w ^ ?

’«l|<il{.'Si?i t
'06  I '■5)<J3ll^ ^■'1»llc<t> ■^I'S fe  r<5C*P? ’ IM I^ l ^  W<5?IT5 f ^ ?

oi; I lii^ ■'I'sshfD OTsrra I
^ ) ^) ^  sf) ^  r̂) w  c ^  ^
oq I ^ ’ CT? W R  s m  <>Qc’JĈ w ? ^ ) ŝrtra ^) wt# ¥  Ant/2ff®w% ^)

2ft« 1 ^  ^) ^
O b ' I ^ F T ^ p #  ^  ^5T5J¥ ? ^ )  s  ^  ’ *r) br ■STpT ^ )  i o  TJpT

O fe I % f ?  ^ )  'iT) W i t t  ^ )  ^

8 0  I 2 P T C ^  ^  ’ ra  < tb b iw  f e ? T ^  t% ?  ^ )  t lT  ^

8 1  I ^ ^ ' G T r T ? s r w r s f T ^  i

8 ^  M t  w i w  ® ^ p r a  ?rr f%  ? ^ )  t n  '*r) ^n

8-0 I ^  sTT'SinCTpg ^^rstrr (T’ 's ?jt f% ?  ^ )  t r r  •’ f )  ^

88  i ■ 5 lK n ^  S f i r i f w  's n w ^ ^ lT

8 (? I W ^ £ | T n : ^ 8 : ^ f w i W ^ i r T W » r f i T f ^ C W 2 j T f i : ^ W G W 5 f 5 = T ^ i ^ : 5 % ^ ? % T ^

8 i i  I S 'S'fl % r  ^(,=1 ■^T? <M ^ C ? iW  ^  C<M'4T C 'JfW  P W ‘ P M (.?»(?

^ ) iil?l1%f\S /5PT»rr5H/CTt5=TfW ^) ■5T35|̂  ^) ^fw f^ ^) ii]̂ .f%.f̂ .tS5T
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